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S ince the method for the determination of the 
serum glutamic oxalacetic transaminase level 
was devised by Karmen and co-workers,'*** in- 
vestigators have tried to determine the clinical 
application of the information imparted by this 
test. This paper reviews the experiences of many 
investigators and reports our experience with it 
at Illinois Masonic Hospital in patients in vari- 
ous disease states. 

Glutamic oxalacetic transaminase is widely 
distributed in animal tissues, but its greatest 
concentration in decreasing order, is in heart 
muscle, skeletal muscle, brain, liver, and kidney. 
Normal serum transaminase levels as reported 
by various investigators are as follows: 

Wroblewski et al. 5-40 units/ml. 

Kattus et al. 16-24 units/ml. 

Steinberg et al. 10-33 units/ml. 

Chinsky et al. 7-40 units/ml. 

Nydick et al. 10-40 units/ml. 

To summarize the different reports, 40 units/ 
ml. can be considered the upper limit of normal ; 
41 to 50 units, borderline; and above 50 units, 
abnormal. 


Department of Internal Medicine, Illinois Masonic 
Hospital, Chicago. 

*Associate in Medicine, Northwestern University 
Medical School, and Associate Attending in Medicine, 
Cook County Hospital, Chicago. 


Myocardial Infarction 


The serum glutamic oxalacetic transaminase 
level becomes significantly elevated approximate- 
ly six hours (range, from six to 36 hours) after 
myocardial infarction. The level returns toward 
normal on the third to sixth day.* Serum trans- 
aminase levels in experimental myocardial in- 
farction have been reported,':?:'*:!%-19-2%6 A rela- 
tively linear correlation exists between peak 
transaminase levels and the amount of myocar- 
dial infarction as estimated at autopsy. Infarc- 
tion of myocardium, as little as 10 per cent and 
possibly less of total myocardium, is associated 
with significant rises in the transaminase level. 
Chinsky and others reported that 92 per cent of 
117 patients with this condition had high trans- 
aminase levels.* In all of Agress and co-workers’ 
cases the serum levels rose sharply after myocar- 
dial infarction.1 More recently, Chinsky et al. 
reported 222 cases, with abnormally high levels 
in 97 per cent.* In the group in which trans- 
aminase levels were above 200 units, mortality 
was 52 per cent; in those with levels below 200 
units, it was 13 per cent. 

In our hospital, serum transaminase levels de- 
termined at various time intervals after myocar- 
dial infarction were compared with the electro- 
cardiograms ; 69 determinations were done on a 
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TABLE 1 








Transaminase, Interval 
Case units/ml. after onset 
i 100 5 days 
2. 75 7 hours 
10 
3 80 36 hours 
50 5 days 
4 10 days 
4. 45 3 weeks 
236 4 weeks 
5. 140 36 hours 
6. a 2 days 
56 14 days 
16 days 
4 21 days 
7 18 24 hours 
110 3 days 
60 3 weeks 
8. 194 36 hours 
9, 78 24 hours 
10 2 days 
10 3 days 
10. 100 12 hours 
70 36 hours 
5 2 weeks 
11. 5 30 hours 
45 2 days 


Electrocardiographic findings 


on onset-left ventricular strain 4 days-miyocardial 
infarction 


7 hours-myocardial infarction 


36 hours-myocardial infarction 


3 weeks-myocardial ischemia 
4 weeks-myocardial infarction 


acute myocardial infarction 


acute myocardial infarction 


acute myocardial infarction 


myocardial infarction 


several hours-acute myocardial infarction 


acute myocardial infarction 


myocardial infarction 





total of 35 patients. Eighteen had elevated levels, 
with values ranging from 51 to 236 units, and 
five of the group showed borderline levels. Of 
the 12 who had normal levels, five had the first 
test three to six days after onset of symptoms; 
three, more than two weeks after onset; only 
four had normal transaminase levels within 24 
hours after onset of infarction. 

Table 1 is a comparison of transaminase levels 
determined at different intervals following onset 
of the infarction with electrocardiographic trac- 
ings in 11 patients. 

A casual examination of the data in these cases 
indicates that in the presence of high transami- 
nase levels, the electrocardiogram shows acute 
mvocardial infarction. White reported that some 
patients with unquestioned infarcts of limited 
extent do not have abnormally high serum trans- 
aminase levels. He also stated that in his 
experience, no false negative results were found 


9 
- 


when lactic dehydrogenase determination was 
used.?? This cannot be said for glutamic oxalace- 
tic transaminase values. The usefulness of lactic 
dehydrogenase determinations in diagnosing 
myocardial infarctions should be investigated 
further. 


Angina Pectoris: Coronary Insufficiency 


The presence of a normal serum transaminase 
level in angina pectoris has been reported by a 
number of investigators.*:*:*?*:15-1%25 Experiment- 
al myocardial ischemia of 45 minutes’ duration 
does not influence transaminase levels.** Even 
when ischemic changes are shown on the elec- 
trocardiogram, transaminase levels are not ele- 
vated. But if ischemia is sufficiently prolonged, 
tissue necrosis results and transaminase levels 
will be increased above normal.’® In our hospi- 
tal, we made 59 serum transaminase determina- 
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TABLE 2 








Hospital Transaminase 

Case Day units/ml. 
1 lst 90 

3rd 50 

6th 
z. Ist 25 
3 3rd 30 

4th 20 
4. 2nd 70 


Cardiac Arrhythmia 


Auricular flutter with 2:1 block 
ventricular rate 130/min. 

Auricular flutter with 4:1 block, 
ventricular rate 62/min. 

2nd day EKG, auricular flutter-fibrillation 
ventricular rate 100/min. 

2nd day EKG, auricular fibrillation, 
ventricular rate 145/min. 

Paroxysmal tachycardia (type unknown) 
ventricular rate 140/min. 





tions on 33 patients with coronary insufficiency 
but no evidence of myocardial infarction. Four 
had abnormal transaminase levels (70, 56, 62, 
140 units), seven had borderline values, and 22 
had normal levels. 


Cardiac Arrhythmia 


‘ Chinsky and associates reported normal trans- 
aminase levels in patients with a ventricular rate 
of 120 to 160 per minute, and elevated levels 
in patients with ventricular rates greater than 
180 per minute.** 

Table 2 summarizes data in the four cases of 
cardiac arrhythmia studied in this hospital. 

Examination of the data shows a variance 
from Chinsky and co-workers’ findings.** In 
three of the seven determinations done on pa- 
tients with ventricular rates of 140 or less, trans- 
aminase levels were elevated. 


Rheumatic Fever: Rheumatic Carditis 


Sixty-four patients in various stages of rheu- 
matic fever were investigated by Nydick and 
others.24 Serum transaminase levels were ele- 
vated in patients with clinical or histologic evi- 
dence of active rheumatic carditis and normal 
values were found in rheumatic patients without 
clinical evidence of active cardiac involvement. 
Serum transaminase levels returned to normal 
in all patients after the acute rheumatic process 
subsided. The effect of aspirin or cortisone upon 
concentrations of transaminase in serum could 
not be evaluated clearly in the absence of con- 
irol groups. More recently, Mason and Wroblew- 
ski reported a rise in the transaminase level in 
rheumatic fever, with some exceptions.’® The 
rise appears to be correlated with salicylate in- 
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duced toxic hepatitis rather than with the degree 
of cardiac tissue injury. We had only one patient 
with rheumatic fever. A level of 50 units was 
recorded at one time, and a level of 20 units 
seven days later. 


Myocarditis 


Serum transaminase levels in patients with 
myocarditis have been reported as within nor- 
mal limits.*’?® We had only one patient with 
acute myocarditis whose transaminase level was 
checked. The findings are as follows: 

2nd hospital day 46 units/ml. 

4th hospital day 34 units/ml. 

6th hospital day 30 units/ml. 
12th hospital day 36 units/ml. 


Pericarditis: Subacute Bacterial Endocarditis 


Serum transaminase levels in patients with 
pericarditis have been reported to be within nor- 
mal limits.***7° No elevation of levels has been 
reported in subacute bacterial endocarditis.* 
None of these conditions was studied at our 
hospital. 


Congestive Heart Failure 


Normal levels of serum transaminase activity 
have been reported in congestive heart fail- 
ure.”3-+12, More recently, however, Lieberman 
and others have discussed 14 patients in moderate 
to severe failure of the right side of the heart 
with no evidence of acute myocardial infarc- 
tion.1* Three had elevated serum transaminase 
levels. In a few of the patients with initial levels 
in the so-called normal range, however, there was 
a gradual lowering of transaminase activity with 









the attainment of compensation. Two patients 
with elevated initial levels showed a return to 
normal activity with the appearance of cardiac 
compensation. It appears that failure of the right 
side of the heart does not ordinarily affect trans- 
aminase activity significantly. According to these 
authors, it is possible that sudden passive conges- 
tion of a liver already damaged by chronic heart 
failure may promote such further damage as to 
elevate the transaminase level. At this hospital, 
one patient in severe congestive failure had a 
transaminase level of 70 units at first, and two 
days later showed a level of 37 units. There was 
no evidence on the electrocardiogram of recent 
myocardial infarction. 


Acute Pulmonary Edema 


Ten serum transaminase determinations were 
done on five patients with acute pulmonary 
edema. The results are summarized in table 3. 
All patients had normal serum transaminase 
levels, with one unexplained exception. 


TABLE 3 





Transaminase 
Case units/ml, 
l. 39 
14 


15 
' 16 
S. 20 
22: 


Chinsky and associates reported on 27 patients 
with acute pulmonary edema; 19 had normal 
serum transaminase levels, seven borderline lev- 
els, and 1 had a high level.** The condition of 
the last mentioned was complicated by auricular 
fibrillation with a ventricular rate of 180 per 


minute, 
Pulmonary Infarction 


Only one patient with a possible pulmonary 
infarction was studied at the hospital. The trans- 
aminase level was in the normal range. Goldstein 
and co-workers described the use of serum trans- 
aminase levels in the differentiation of pulmo- 


nary embolism from myocardial infarction in 12 
cases. Uncomplicated pulmonary embolism was 
not associated with increased serum transamin- 
ase levels.” 


Hepatitis 


Greatly increased serum transaminase levels 
early in the course of hepatitis have been re- 
ported.*+4:1#1%21,22,28,30 Tn general, by the time 
the bilirubin level is normal the serum trans- 
aminase activity also has returned to normal.” 
Molander and others reported that in experi- 
mentally induced hepatitis, due to carbon tetra- 
chloride poisoning, the height and duration of 
increased serum transaminase activity was pro- 
portional to the amount of carbon tetrachloride 
administered as well as to the severity of liver 
cell damage.?? Wroblewski and LaDue reported 
striking serum transaminase levels 48 hours after 
exposure but they fell to normal within one 
week,”8 

In homologous serum hepatitis and infectious 
hepatitis, the usual liver function tests remained 
abnormal for from 10 days to three months long- 
er than it took for the serum transaminase to 
return to normal limits. Chinsky et al. presented 
21 cases of hepatitis.* It was found that the sc- 
rum transaminase levels were high in the first 
week of infectious and serum hepatitis (508- 
2,240 units), rapidly fell over the next seven 
to 10 days, and then remained abnormally ele- 
vated (50-150 units) for another one to four 
weeks, 

Serum transaminase levels were elevated in 
patients with acute toxic hepatitis due to carbon 
tetrachloride. In toxic hepatitis due to Thora- 
zine®, salicylate, cincophen, azaserine, Pyrazin- 
amide®, and other agents, elevations were small- 
er than in carbon tetrachloride poisoning. How- 
ever, in one clinicopathological report a patient 
with Thorazine hepatitis was reported to have 
had a normal serum transaminase level.*? 

The serum transaminase levels on six hepati- 
tis patients were determined at our hospital. 
Liver function tests and transaminase levels for 
these cases are summarized in Table 4. None 
was markedly elevated. The time after the onset 
of symptoms at which these tests were done may 
be a factor. Also, it is possible that serum glu- 
tamic pyruvic transaminase levels would have 
been more significant than the glutamic oxalace- 
tic transaminase levels that were determined. 
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TABLE 4 








1 2 3 4 5 6 

Case infectious serum viral viral infectious chronic hepatitis 
diagnosis, hepatitis hepatitis hepatitis hepatitis mononucleosis due to CC14 
time after 4 months 12 days 2mo. 2Y%mo. 11 days 10 days 6 months 
onset 
transaminase 30 8 29 «670 80 93 50 
units/ml. 
total protein 6.90 6.50 7.10 5.84 7.90 6.2 
gm./100 ml. 
albumin 4.93 2.66 451 2.97 4.21 49 
globulin 1.97 3.84 2.59 2.87 3.69 td 
alkaline 1.8 57 4.7 3.4 
phosphatase 
thymol 10.2 26.0 10.8 11.8 15.3 13.9 8.3 
turbidity, 
cephalin 2+ 3+ 1+ 3+ 4+ 3+ trace 
flocculation 
bilirubin 0.8 3.6 1.0 4.0 0.2 

total 

direct 0.4 2.7 0.4 2.7 

indirect 0.4 0.9 0.6 3 2 
cholesterol 146 262 108 134 
cholesterol 33 60 65 67 


esters % 


un 


bromsulpalein % 5: 





Cirrhosis of Liver 


Elevation of serum transaminase levels in pa- 
tients with cirrhosis of the liver has been re- 
ported, with some variation.*:+1%??29 In general, 
the sicker patients—with increased clinical and 
laboratory evidence of activity of their disease— 
had higher levels although there was no consist- 
ent correlation between the results of this test 
and of any other single liver function test.?* Cir- 
rhosis of the liver cannot be differentiated from 
the disorder caused by metastatic carcinoma to 
the liver through the use of the serum trans- 
aminase level. No cases of cirrhosis were ob- 


served here. 
Obstructive Jaundice 


Minimal to moderate elevation of the serum 
transaminase level has been noted in patients 
with obstructive jaundice.**:1%??,2829 The level 
was elevated preoperatively, but fell to normal 
in two to 14 days postoperatively.2® The trans- 
aminase level did not increase to the same extent 


as the bilirubin level.1* Serum transaminase ley- 
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els in patients with obstructive jaundice were 
below 200 units; if they were higher than 200 
units, they were associated with hepatic necrosis 
rather than obstruction.** The serum transami- 
nase level is not helpful preoperatively in differ- 
entiating extrahepatic obstructive jaundice from 
jaundice caused by metastases.”® 

Serum transaminase levels in a patient with 
obstructive jaundice were determined at our hos- 
pital. These levels and the liver function test 
are summarized in Table 5. Cholecystectomy was 
performed on this patient eight days after the 
first serum transaminase determination was done. 
It is difficult to explain the cause of the eleva- 
tion in this patient; it is likely that he had 
obstruction of the common duct and hepatitis. 


Carcinomatosis 


Klevated serum transaminase levels in patients 
with primary and metastatic carcinoma of liver 
have been noted.*:*-?%419 Tnvolvement of the 
liver by lymphoma or leukemia does not increase 
the level of serum transaminase.’*?? In non- 
malignant and malignant bone disease with no 
hepatic involvement the level is not elevated, 


















TABLE 5 

Hospital Day Ist 8th 14th 17th 
oxalacetic transaminase, 

units/ml. 2000 1300 
pyruvic transaminase, 
units/ml. 750 710 
total protein, gm./100 ml. 6.20 6.1 
albumin 3.28 3.3 
globulin 2.92 2.8 
alkaline phosphatase 5.1 3.7 
bilirubin 

total 10.4 15.6 9.4 12.8 

direct 6.4 9.4 5.2 8.0 

indirect 4.0 6.2 4.2 48 
thymol turbidity 15.0 16.5 
cephalin flocculation 4+ 4+ 
cholesterol 123 
cholesterol esters, % 82 





even though the serum alkaline phosphatase level 
is ap. 

We studied one serum transaminase level in 
a patient with metastatic carcinoma to the liver. 
The results are summarized in Table 6. The 
autopsy of this patient showed carcinoma of the 
common duct with metastatic carcinoma to the 
liver and lungs. 








TABLE 6 

Hospital Day Ist 13th 19th 21st 
oxalacetic transaminase, 

units/ml. 117 
total protein, 

gm./100 ml. 6.7 
albumin 4.5 
globulin 22 
alkaline phosphatase 11.0 
bilirubin 

total 1.6 17.8 

direct 1.3 10.2 

indirect 0.3 7.6 
thymol turbidity 2.2 9.0 7.3 
cephalin flocculation negative 2+ 3+ 


Acute Pancreatitis 


It has been reported that the majority of pa- 
tients with acute pancreatitis have an elevation 
of serum transaminase level. However, there is 
no correlation between the levels of serum trans- 
uminase and serum diastase.*** No cases of acute 
pancreatitis were observed at our hospital. 


Cerebral Vascular Accidents 


No-mal serum transaminase levels in patients 
with cerebral vascular accidents have been re- 


ported.*"** More recently, Lieberman and others 
reported on 21 patients with cerebral vascular 
accidents.’* Nine had normal levels. Twelve had 
elevated levels and in three, the elevated levels 
were associated with myocardial infarction. These 
authors reported that the maximal serum trans- 
aminase activity is reached approximately 48 to 
72 hours following the onset of the illness. The 
levels do not appear to be as great as in many 
myocardial infarctions. Cerebral hemorrhage 
and thrombosis were followed by similar degrees 
of transaminase elevation. 

Four serum transaminase determinations were 
done on three patients with cerebral] vascular 
accidents. The results are summarized in Table 








ss 
‘ea 
TABLE 7 
Transaminase, 
Case units/ml. Diagnosis 
it 22 cerebral hemorrhage 
2: 60 cerebral arteriosclerosis 
28 
3: S cerebral embolism 





One of these patients had a high serum trans- 
aminase level which came down to normal after 
four days. It appears that transaminase deter- 
mination is of limited value in the diagnosis of 
myocardial infarction when the picture suggests 
a severe primary cerebral vascular accident. 
Green et al. reported that the cerebral spinal 
fluid transaminase concentration in clinical cere- 
bral infarctions was increased, with normal 
transaminase levels in serum.® 


Bodily Trauma 


Lieberman and co-workers reported 50 serum 
transaminase levels in patients with injury and 
with no evidence of heart trauma.’7 Over 50 per 
cent of injured patients showed elevated levels 
in the absence of demonstrable cardiac injury. 
Contusion and tearing of striated muscle, caus- 
ing liberation of the enzyme, resulted in most 
of the observed increases in transaminase activ- 
ity. No cases of this type were observed at our 
hospital. 


Pseudohypertrophic Muscular Dystrophy 


Ritter and Seligson recently reported that 
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four children with pseudohypertrophic muscular 
dystrophy showed abnormal elevation in serum 
elutamic oxalacetic transaminase and increased 
urinary coproporphyrins.*> No patients with this 
condition were studied at our hospital. 


Diseases In Which Serum Transaminase 
Levels Are Within Normal Limits 


Wroblewski and LaDue reported diseases in 
which the serum transaminase levels have been 
found to be within normal limits in the absence 
of damage to the liver, heart, or skeletal mus- 
cle.2? These conditions are summarized in Table 
&. 








TABLE 8 
Neoplastic Allergic 
carcinoma hay fever 
melanoma asthma 
osteogenic sarcoma urticaria 


lymphoma allergic dermatitis 
teratoma 


sarcoma 


Degenerative 
multiple sclerosis 


Infections 


pneumonia 

tuberculosis muscular dystrophy 
cystitis nephrosclerosis 
pyelonephritis osteoporosis 

wound infection osteoarthritis 
empyema 

acute cholecystitis 

thrombophlebitis 

meningitis 

Reactive Metabolic 


hypothyroidism or 
hyperthyroidism 

rheumatic fever (without Addison’s disease 
carditis) 

chorea panhypopiuitarism 


rheumatoid arthritis 


lupus erythematosus uremia 
polyarteritis nodosa uremic pericarditis 





We made 31 serum transaminase determina- 
tions in patients with such conditions. The level 
Was normal in all. 


Other Serum Enzymes 


Several investigators have studied other serum 
enzymes that might prove more useful as clinical 
diagnostic aids in determination of the presence 
of active tissue necrosis. These include lactic 
dehydrogenase, aldolase, and glutamic pyruvic 
transaminase, Pyruvie transaminase is said to be 
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more sensitive than oxalacetic transaminase in 
depicting acute hepatocellular damage, and less 
sensitive in indicating acute myocardial necro- 
Sis,°?9927 

Chinsky and associates presented comparisons 
between the oxalacetic and pyruvic transaminase 
levels.” They said the elevation of oxalacetic 
transaminase level in a patient with myocardial 
infarction was much more significant than that 
of elevation of pyruvic transaminase. Pyruvic 
transaminase levels were elevated in some and 
normal in others. In patients with hepatitis, 
pyruvic transaminase levels were higher than 
were those of oxalacetic transaminase. But pyru- 
vic transaminase was not observed to be a uni- 
formly more sensitive or a more specific indica- 
tor of hepatic necrosis. The usefulness of these 
serum enzymes in diagnosis should be investi- 
gated further. 


SUMMARY 


In an examination of the present status of 
our knowledge about serum transaminase activ- 
ity, levels of the enzyme were determined in pa- 
tients in various disease states. Highteen of 35 
patients with myocardial infarction had elevated 
levels, and a majority of patients with coronary 
insufficiency had normal levels. Serum  trans- 
aminase levels in patients with hepatitis, cir- 
rhosis of the liver, obstructive jaundice, or earci- 
noma of the liver were elevated. These levels are 
not helpful in differentiating obstructive jaun- 
dice from jaundice caused by hepatitis or pri- 
mary or metastatic carcinoma. 

Several investigators have studied other serum 
enzymes to compare their activity with that of 
transaminase. The usefulness of these serum en- 
zymes in diagnosis including serum glutamic 
oxalacetic transaminase, should be investigated 
further. 

1011 Lake St., Oak Park. 
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WERNER TuTeEurR, M.D.* Rocuus STILLER, 


fter the continuous four year use of a given 

drug on a specific clinical syndrome in 
psychiatrie patients, an assessment is possible 
and permissible. Previous reports have demon- 
strated the principle of systematic survey and 
the methodology of this project which by now 
has entered its fifth year at Elgin State Hospi- 


Patients selected for this study (females only) 
showed the following symptoms: incontinence, 
combativeness, destructiveness, noisiness, and de- 
nudativeness. The emphasis of this paper is 
placed on discharged patients who, after chlor- 
promazine treatment, entered social recovery and 
continued chlorpromazine treatment after dis- 
charge under clinic supervision. 


Chlorpromazine — Four Years Later 


M.D.** Jacos GiLotzer, M.A.***, ELGIN 


The relative increase in returns as the years 
progress is significant and will be dealt with 
later, when the length of absence and the rea- 
sons for return of the discharged patients will 
be discussed. 

A previous paper showed that the over-all 
return rate during the first year after discharge 
from Elgin State Hospital was 37.1 per cent.* 
These were patients of all categories. not sys- 
tematically treated with chlorpromazine after 
leaving. 

Ages and hospitalization length of all project 
patients treated remained static during the fourth 
year of the study. As before, the largest sector 
of patients treated was 41 to 50 years old.*:*** 


TABLE 1. GENERAL INFORMATION 


TOTAL PROJECT DATA AS OF FEB. 23RD OF EACH YEAR 

















Patients streaked icc iscv toes erie crc es crs etotee sels comets 
Expired due to reasons other than drug therapy 
Conditionally discharged, followed by 
systematic treatment with chlorpromazine .......... 
IR GELUELS» ¥ooicrerti-cis atetersset stator aan treat Aerens: ooo at tie aeaifeioatir eae 





After 3 years After 4 years 
1955-58 1955-59 
736 822 
23 44 
161 220 258 
23=14.2% 45=20.4% 77=29.8% 
138 175 181 








TABLE 2. ALL Project PATIENTS 
HOSPITALIZATION LENGTH CHANGES 








No. of Patients 


ess; thanvote WeaG 00. ea cch cee: 49 
Me BNCRUS ARNG S Gm Neier eue era ros receroece 218 
DSL) tayectgsh  b detve re. wets ta esbereuaeen aisaarcustucls 174 
Wet) Weanswanaweacee wacom sured es 152 
BO CUR VORES ans one Sa cracieweie da ae 103 
POO MOIS th ucycut hc ccke tec 89 
BOP SUI Neaes:, xt. teem ane oe eee 21 
SEBO MEAS want tokens ee 13 
MO OVERS VEATS. 4) 1. oneal hacen 3 
Tot il "R22 


Figures in Table 2 indicate chronicity of illness. 
*Clinical Director, Elgin State Hospital, Elgin. 
**Sonior Psychiatrist, Elgin State Hospital, Elgin. 

** Staff Psychologist, Elgin State Hospital, Elgin. 

Read at the 119th Annual Convention of the Illinois 
Mdical Society, Chicago, May 20th, 1959. 





DOSAGES, LENGTH OF TREATMENT, 
AND SIDE EFFECTS 


Dosages on inpatients continue to range from 
100 to 1,200 mg. orally, or 50 to 150 mg. in- 
tramuscularly, daily. Dosages on outpatients 
vary from 50 to 800 mg. orally. Liquid Tho- 
razine® concentrate and sustained release span- 
sule capsules likewise are being emploved. Pa- 
tients are considered refractory to treatment only 
after one vear of unsuccessful response to the 
drug has elapsed. With the passing of the years 
we have become alert to minimal signs of ex- 
trapyramidal symptoms and to beginning jaun- 
dice and skin eruptions. Immediate discontinua- 
tion or decrease of medication has avoided the 
development of full-blown complications in these 














DISCHARGED PATIENTS REMAINING OUT—AS OF FEBRUARY 23rd, 1959 
TABLE 3. AGES AND HospItAL LENGTH 








Ages No. of Pts. 
(at time of discharge) 

Under 20 years of age .............0000- 2 
MA LE ee) a a ae 31 
SAO PORTE TOL ABE eo ei Ek Veda Me 56 
1-90 Weare OF MBE oo. os cose ksc a kee deen 66 
Ue) de | er aes 18 

vi) yg (le Ve) ry ae ee 8 
SERRA DAK A aie: 


Hospital length 
(at time of discharge ) 





Teese AT WOE NEAT sd. 5 co a acewnels sates 25 
Heo GRAN sonnet tess eicdee ames 71 
GENO VRDOANG TS ON cth sc coco ha Wee ree eek eek 54 
WRENS RUPRES clog OSs Ak eae GnG sores 24 
Mp MNRAS or 656-65 W cau atl Calesinniees a eoe 6 
AEE TEE a ae ea er Aa eS 1 
huge eee toe INS seri alrebn BAR oN Mire aA, 181 





areas. No blood dyscrasias developed within the 
822 patients of this study. 


TABLE 4. LENGTH OF TIME AWAy From INsTITUTION 





Months No. of Patients 
BS RROVEED ose Sais obab accu hdbat 6 
aS | Ee eee eee ee ee ee 36 
|S EEE ie ae SG pe ns Mie Wee lee 24 
IND. Cece oa dlacmmtate wldcatush waa 34 
ABOeO Scat aaach eae ackkoennc 32 
RE Fie bh akties saan ii uctek ae atcniie 16 
SE eS a ee ae Re 18 
PE oho eer wagers ee near shen 12 
RJGDG SEMIN SATION oe ia x oso sos eo ce eee oe 3 
CU) ee ae ee ree ee 181 





By now, six patients have been away from the 
institution for more than three and one-half 
years, 36 for three to three and one-half years, 
24 for 31 to 36 months, and 34 for more than 
two years. The majority—namely, 100 patients 

have been away for more than two years. 


THE DRUG CLINIC 


Elgin State Hospital provides the drug gra- 
tuitiously to discharged patients on this study. 
They appear at three week intervals. The opera- 
tional cost of this clinic is reasonable, as reported 
elsewhere. The details of operation have been 
described and need not be repeated.*?** 

The 43 gainfully emploved patients work as 
salesladies, typists, maids, laundry workers, or 
in sundry occupations. Twelve patients were 
placed by our Social Service Department with 
families where they help with household chores 
and receive remuneration. Job changing is the 
exception rather than the rule with these groups. 
The two patients who died were 71 and 43 years 
old. Death was caused by arteriosclerotic heart 
disease and carcinoma of the breast, respectively. 
Those whose activities are unknown (24) are so- 
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TABLE 5. ACTIVITIES OF PATIENTS REMAINING OUT OF 
INSTITUTION 





MSU TAY HINO 5s oi 4 oop oceeca ts eeli chan een eee 43 
Wage placement (family care) ....6 0.0.6. .8 5500 12 
Keeping house independently ..................6. 37 
Keeping house under supervision ................ 32 
RS RE RD i 5c ah 4S 5 Rae Las ees 3 
Transferred to other institutions ................ 1 
Transtersed- 10 1Otier  ClIBICS: o.6) 65.085 ss00 eeiee ees 3 
EWI AG TOOT SNUEOS a ons i one ocean eessscenes 2 
Lett permanently for abroad! .os.6isciecscssecne 2 
DMN pach AA aie Cae oie wine oa ENT Ce OREN RES 2 
SRMIANEY a ois 55 4 -we ce np aos eae ee oa as hee 1p es 24 
AN cies ere e iee oR  Re TS ae t 181 





called drop outs, who have not appeared at the 
clinic for more than one year. To our knowledge, 
they have not returned to other institutions. Ex- 
cluding the 10 otherwise accounted for,* the re- 
maining 147 patients continue to attend the 
clinic; they comprise 85.9 per cent of those out 
of the hospital. Most patients undertake an 80 
mile round trip to attend the clinic. 


RETURNED PATIENTS 


TABLE 6. REASONS FOR RETURN TO INSTITUTION (77 
PATIENTS) 





A. Relapses 


(1) In spite of taking drug regularly .......... 26 
(2) Due to irregular clinic attendance ......... 18 
(3) Due to unco-operativeness as to 

NUAN NNR AN I ccs acs sartrwo wis aces permeate ateners 7 
CR) IACONO DEIRES 55 cisse-acis aces cieerca Nene 5 


B. Did not relapse, but 
(5) Family unable or unwilling to 


MEINE oo osc paaeexe ais ae ik lan 680s 
(6) Patent desived to Tettifan® s ..6ccacc 6c cuaecs 5 
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Not all returns were clinical relapses. Actu- 
ally, a mere 26 patients relapsed while taking 
ihe drug diligently and regularly, to our know!- 
edge. This comprises only 33.7 per cent of all 
returns, or 10 per cent of the total of 258 dis- 


*Transferred to other institutions (1), clinics (3), moved t 
other states (2), left for abroad (3), and the two who died 
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charged patients. Irregular clinic attendance was 
largely due to the attitude of the families, but 
unco-operativeness regarding taking the drug 
may well be an expression of the patient’s men- 
ial illness. Placebo relapses are dealt with later, 
in Table 8. Sixteen families declared themselves 
unwilling or unable to have a mental patient 
around their home, giving various reasons for 
this attitude. In none of these instances had the 
patient clinically relapsed. Of the five patients 
who desired to return, four felt dissatisfied with 
the family where Social Service had placed them. 

Actually, then, only categories 1, 2, 3, and 4 
represent clinical relapses, for all practical pur- 
poses. They involve 56 patients (amounting to 
21.7 per cent of the total discharges of 258). 


TasL_eE 7. LENGTH OF ABSENCE FROM INSTITUTION OF 
RETURNED PATIENTS 





Months No. of Patients 
Me calles crstchule, SapAcrereare creme See aS 1 
REO 5 tek Be Roe eran erecta varaguace orate 2 
PREM (o/s. cusrcasesaled clare «eG eRioraree Nears. e eee 6 
{seo tee een ere 12 
RUE) cracls Bier kes nies Ag AEC RARE 7 
BeBe lS ertk, Wed ehsco ease Be OU eT ee 19 
| Poas Se eorne Reree erin ya AE eee AMIE Ser 24 
eSS Ghat MOM ic cscca.decteendpe owes 6 
HRGMETN is «dark vicacien does shee rene tiad weer Roars di 





Of the returnees, 49 returned during the first 
vear ; 12 after having been away 18 to 23 months; 
and nine after an absence of two to three and 
one-half years. There is unanimous agreement 
that adjustment difficulties for patient as well 
as family are greatest during the first two years 
after discharge. 

A number of patients were placed on placebos 
having identical appearance as the 100 mg. 
Thorazine tablet, as was done previously, as a 
control measure.*** During the second year of 
the study 33 patients had been so placed ; during 
the third year, 57; and during the fourth, 72. 
Many a patient left the institution still taking 
600 mg. of chlorpromazine a day. As time went 
by, a considerable number of patients were re- 
duced gradually to 100 or 200 mg. a day. 

Patients for the placebo study were selected 
from the latter group. They appeared to have 
consolidated their social recovery on these dos- 
ages, had secured employment, or kept house 
independently. An average of 10 months had 
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PLACEBO PATIENTS 
TABLE 8. PLAcEso Group (72 PATIENTS) 





Relanced: 06k cosas sosen cases ss 4a panents: (527%) 
Longest period social recovery 
maintained on placebos ....... 1 year, 2 months 
Shortest period social recovery 
maintained on placebos ....... 14 days 


Average length of illness (in 
terms of hospitalization length 
plus time away from institution 
after discharge) .......:..%.. 8 years, 10 months 
Longest duration of illness .... 29 years 
Shortest duration of illness ... 3 years, 2 months 
Returned to institution ....... 5 patients 
DG NOG PEAS 656d cic csiso Hine 29 patients (40.3%) 
Longest period social recovery 
maintained as of February 23, 
POR sok dere ace sete er ees 2 years, 4 months 
Shortest period social recovery 
maintained as of February 23, 
OG ash ie. Sh chat arcueschs eahoy x eratortaee 3 months 
Average length of illness (in 
terms of hospitalization length 
plus time away from institution 
alter discharges: <ici.:0300 Gere 9 years 
Longest duration of illness .... 22 years, 10 months 
Shortest duration of illness ... 1 year, 10 months 





passed since their discharge. Forty-three (59.7 
per cent) of these 72 patients relapsed, showing 
symptoms similar to their pre-treatment clinical 
picture. Five of these had to be re-hospitalized, 
while the other placebo relapses improved suf- 
ficiently within several days after having been 
re-started on the drug. 


DISCUSSION 

This paper is an interim report. Another re- 
port covering a five year survey is to follow next 
year. For the sake of brevity and in order to 
avoid repetition, we once more refer to previous 
papers, especially 3. 

It is of significance in this report that during 
the fourth year the over-all return rate increased 
from 20.4 to 29.8 per cent. However, attention 
is called to the fact that the majority of returns, 
68 patients out of 77, occurred during the first 
two years (Table 7). On the other hand, it is 
most gratifying to see that of the 181 patients 
remaining away from the institution, 100 were 
discharged more than two years ago (Table 4). 
This indicates that the first two years appear to 
be the most difficult and critical ones. The high 
placebo relapses [59.7 per cent] indicates the 
necessity for this particular type of patient to 
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continue taking the drug for years after dis- 
charge. 

As a whole, we were able to remove 118 beds 
from the overerowded cottages where this project 
is being conducted. These particular cottages 
would discharge from two to six patients a year 
before the introduction of chlorpromazine. In 
this light, the use of chlorpromazine remains 
highly beneficial and fully justified. 


SUMMARY 


1. A four year continued survey was made of 
once nude, incontinent, combative, destructive, 
and noisy patients, the majority of whom had 
hospitalizations of one to 15 vears, who were 
treated with chlorpromazine. 

2. Of 822 patients treated, 258 were discharged 
and 77 returned (29.8 per cent). Returns were 
due to various reasons and motivations (Table 
6). Such returns should not be confused with 
relapses. Only 26 of the 77 returnees represent 
relapses while taking the drug diligently. 

3. Fifty-five of the 181 patients remaining 
outside the institution have found gainful em- 
ployment. Twelve of these 55 were placed by 
Social Service with families, where they receive 
remuneration for their services. 

t, A special drug clinic functions on our 
premises, dispensing drugs to discharged patients 
free, and supervises their course of rehabilita- 


tion. Placebos were given to 72 discharged pa- 


tients; 43 of them relapsed, indicating that thi- 
particular type of patient, who had lengthy hos- 
pitalization and who was severely regressed prior 
to treatment, may need drug treatment for an 
indefinite time. 

5. By now, six patients have been away from 
the institution for three and one-half years and 
36 for more than three years. 

6. A four year assessment of chlorpromazine 
used on once highly regressed patients, with 
lengthy hospitalizations, then discharged, per- 
mits the conclusion that this is an indispensable 
mode of treatment. 


Our gratitude is extended to Mrs. Gathel Barnes 
who was extremely helpful in gathering statistical 
data. 
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CuestTER J. Buack, M. D., Coicaco 


— lenses basically are a segment of a 
sphere. The lenses may be divided into three 
parts for the sake of discussion: a central part, 
an edge, and the intermediate zone between these 
two areas. Corneal lenses differ only in the man- 
ner in which the inner surface of the edge or the 
inner surface of the intermediate zone is fabri- 
cated. The inner surface of the edge is beveled. 
The bevel is of a greater radius of curvature 
than the central part, inadvertently varying ex- 
tensively with some manufacturers from lens to 
lens, while others maintain a high degree of ac- 
curacy. The intermediate part of the inner sur- 
face of the lens at present is being treated ex- 
tensively by manufacturers with various and 
sundry curves. You will hear the name para- 
boloidal—meaning a parabolic curve. Others 
have a bi-curve or tri-curve lens—meaning they 
have in this intermediate zone a radius of curva- 
ture usually greater than the central zone to pro- 
duce a flattening effect. Others have anywhere 
from one to 40 or more holes drilled in this area, 
usually neatly spaced from each other. Still oth- 
ers have facets of micro-thinness on the inner 
surface near the edge, to act somewhat as sup- 
ports to produce a clearance between lens and 
cornea. The effectiveness of some of this added 
fabrication remains to be proved experimentally. 
The lenses have refracting optics ground on the 
outer surface. They also can be had in lenticular 
form and bifocal. The central inner surface may 
be spherical or astigmatic, occasionally inten- 
tionally. More commonly, in the case of some 
manufacturers, it is unintentional, particularly 
those that were molded by older techniques. 
These are actually warped lenses. 

Corneal scleral lenses are essentially corneal 
lenses with a flange that covers the sclera. The 
flange varies in width, and may or may not have 
added fabrication of pockets, channels, or holes. 
Substitution fluids are no longer prescribed as it 
has been established that the patient’s tears or 
precorneal fluid are superior. 
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Contact Lenses 


The contact lens fitter knows the cornea’s 
sphericity is confined to its central one-third, 
and the periphery gradually flattens as it ap- 
proaches the sclera, somewhat as a revolution of 
an ellipsoid, varying to a degree in all meridians. 
The ophthalmometer today is used to measure 
the radius of curvature of the central meridians 
of the cornea. It can and is less frequently used 
to measure those of other areas of the cornea. 
The flattened radius of curvature of the central 
meridian is considered most important as a ref- 
erence point and is called the “K” reading. A 
segment of a sphere (as a corneal lens or the 
corneal section of the corneal sclera lens) can be 
fitted to the cornea basically in three different 
ways, so that its inner surface is of the same 
radius of curvature, (on ““K’’), a shorter (steep- 
er) radius of curvature or a longer (flatter) 
radius of curvature than that of “K”. The former 
two procedures usually have intermediate zone 
fabrication to flatten this area, but the latter 
may or may not. 

The size of the corneal lens is empirically 
ordered, depending upon the experience of the 
fitter, the prominence of the eyeball, and the 
weight of the lens. The more prominent eyes and 
heavier lens usually are fitted larger. The most 
popular sizes are from 9 to 10 mm. in diameter. 
The corneal scleral lens must be fitted to clear 
the limbus or be small enough when using 
corneal lens so that all or the greater part of the 
lens will be within the limbal area. Interference 
of the metabolism of the vascular area by pres- 
sure transmitted from the lids by lens, partic- 
ularly on blinking, causes adverse physiological 
effects. 

The bevels can be measured accurately by 
means of magnification and tool maker’s linear 
scales, but the amount of flattening that is fab- 
ricated in the intermediate zone defies accurate 
measurement at present. 

To overcome this problem, after the lenses are 
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placed on the eye and tearing subsides, a drop of 
conventional fluerescein is instilled on the eye 
and an ultraviolet ray lamp is used to study the 
fluorescein pattern with the lens centered over 
the cornea. The “K” reading of the cornea and 
the radius of curvature of the inner surface of 
the contact lens must be known, otherwise the 
patterns seen to a degree are valueless. For ex- 
ample, a pattern that has a central fluorescent 
pool and a dark ring in the intermediate zone 
area may be a lens that was fitted flatter, steeper, 
or on “K”—one of any of the three basic proce- 
dures used in fitting a lens. On the other hand, 
a lens that has two black areas, one near the cen- 
ter and one in the periphery usually is a flat 
lens. A lens fitted on “K” that initially had a 
central fluorescent pool, after intermediate zone 
fabrication, can alter the pattern to where the 
fluorescent pool tends to disappear. 
~ Adjustments made to lenses consist of flatten- 
ing the intermediate areas, cutting down the size 
of lens, changing the bevel widths, reshaping the 
edge, or polishing irregularities of any of the 
above. The fitter is guided by the patient’s com- 
plaints, any visible corneal irregularities includ- 
ing a change in the “K” reading, a study of 
fluorescent patterns with the use of an ultra- 
violet lamp or slit lamp or both, and examina- 
tion of the lens for any improper fabrication. 
Corneal scleral lenses may be fitted from 
molds of the patient’s eve or by the use of trial 
lenses, similar to a degree as the fitting of shoes 
from a stock of shoes without measuring the foot. 
Measurements of the cornea may or may not be 
taken. Fluorescein and the obliteration of ves- 
sels are used to determine the points of pressure. 


These are remedied by grinding and/or polish- 
ing these areas. A hole in the periphery of the 
corneal section is considered important by most 
fitters for proper aeration and flow of precorneal 
fluid. 

The advantage of corneal scleral lenses is that 
they cannot fall out, astigmatism may be ground 
into them, they are easier to grasp by the poor 
sighted, and—if fabricated to rest on the con- 
junctiva—they are initially more comfortable. 

The disadvantages are: 1. They are bulky and 
take up considerable space between the eyelids 
and the eye where no appreciable space normally 
exists on lid closure. Thus they exert more pres- 
sure on the eye than the thinner corneal lenses. 
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2. They cover a large area and make it difficult 
to permit proper exchange of precorneal fluid; 
this interferes with precorneal fluid layer func- 
tions, upsetting precorneal and epithelial sym- 
biotic activity. 3. Improper circulation of aqueous 
veins. Some, if not all of the pressure of the lens 
is carried by the scleral flange. It has been 
shown that an increase up to 14 mm. of mercury 
in the intraocular tension can occur from an 
embarrassment of the aqueous flow in narrow 
chambered angle cases. It also has been shown 
that there can be a reversal of flow in the aqueous 
veins for an hour or so after insertion. The pre- 
corneal vascular flow is embarrassed by the pres- 
sure of the scleral flange resting on these con- 
junctival vessels. Under slit lamp examination, 
stagnation of the vascular tree can occur with 
sludging and even sedimentation of blood. Many 
of the problems of scleral lens fitting are not due 
entirely to poor precorneal fluid circulation. 
Problems of the aqueous vein and vascular flow 
also must be considered. 

The advantages of corneal lenses are: 1. Cos- 
metically they look less bulbous. 2. Less inter- 
ference with corneal metabolism, provided they 
are fitted small enough and properly, so that the 
lens does not completely rest on the vascular 
part of the cornea (the limbus). They do not 
embarrass the aqueous or vascular flow as do the 
scleral lenses. They cover a smaller area and 
thus interfere less than scleral lenses with the 
functions of the precorneal fluid laver. 

The disadvantages are: 1. No astigmatic cor- 
rection can be fabricated. Corneal astigmatism 
is eliminated by the new anterior surface of the 
lens, and spherical equivalent powers are used 
to correct cases of lenticular astigmatism. 2. 
They fall out more easily than scleral lenses. 3. 
Initially they are more irritating. 

Contact lenses, like false teeth, require a 
period of acclimation but differ in that wearing 
time is increased gradually from four to six 
hours initially by one-half to one hour per day 
until all day wearing time is achieved. The 
foreign body reaction of the lens causes tearing 
initially, photophobia, and the sensation of 
granules or roughness not unlike that of a lash 
in the eye. Burning, stinging, and itching are 
symptoms that eventually disappear. Halos may 
or may not disappear, depending on whether 
they are caused by edema of the cornea or by the 
lens itself. Stippling and abrasions during the 
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acclimation period are due to improper insertion 
or removal of the Jens, too great an increase in 
wearing time, a foreign body under the lens, or 
improper fabrication or fit of a lens. 

When all day wearing time is achieved, visual 
acuity should be the same as with spectacles and 
better, in case of irregular astigmatism and 
keratoconus. Aphakies gain a wider field of vision 
and an image size more toward the normal than 
with spectacles. Contact lenses have the same in- 
fluence on muscular problems as spectacles. 

Foreign bodies are a hazard and people who 
work in an extremely dusty environment should 
not wear them. The patient can expect to have 
good and bad days, as do persons with false teeth. 

A wetting agent is used to clean the lenses, 
and lenses are soaked in a soaking solution at 
night. 

The cornea has the ability to change its shape 
to that of the inner surface of the lens. The ideal 
situation occurs when the ophthalmometric read- 
ings do not change after the lens has been worn 
for a period of time. This is difficult, if not im- 
possible to achieve on highly astigmatic corneas. 
The patient may not be able to see as well with 
his previous prescription spectacles on removal 
of his contact lenses. This is called spectacle blur 
if correctible by a different spectacle prescrip- 
tion. It is temporary, lasting from a few hours 
to a few days. 

Lenses that are fit flatter than “K,” as were 
the microlens, had a tendency to warp or flatten 
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the cornea temporarily to a point where moder- 
ate myopic patients saw well without any lenses. 

The author believes two basic principles are 
obvious and should be emphasized: 1. Contact 
lenses should be fitted so that their physical sub- 
stance causes the least amount of warpage or dis- 
tortion of the physical anatomy of the eye. 2. 
They should be fitted so as not to interfere with 
the metabolism of the eye by (a) impeding the 
circulation, (b) impeding the aqueous vein cir- 
culation, (c) impeding the precorneal fluid cir- 
culation, and (d) causing injury to the epithe- 
lium. 

A contact lens is a prosthesis and must be re- 
spected as such. It acts as a splint as well as a 
means for correcting refractive problems. 


SUMMARY 


A short discussion of the procedures used in 
fitting of contact lens is presented with some ad- 
vantages and disadvantages and a plea for ad- 
herence to basic principles. 
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Iron Enzymes in 


Ernest Beutter, M.D., Cuicaco 


Dr, Beutler: Although iron deficiency is one 
of the most common disorders seen in clinical 
medicine, the basis for symptoms in iron defi- 
cient patients remains obscure. It usually is as- 
sumed that they are due to anemia, not only 
because hemoglobin is the most easily measured 
iron compound of the body but also because of 
the widely quoted assertion that iron enzymes 
are not affected in iron deficiency. This state- 
ment is not based on fact. Indeed, the following 
observations led us to suspect that anemia was 
not the most important cause of symptoms in 
iron deficient subjects: (1) some patients with 
low hemoglobin levels have only minimal symp- 
toms; (2) some patients with relatively normal 
hemoglobin values have marked symptoms; (3) 
when iron is given therapeutically, clinical symp- 
toms may subside considerably before there is 
any significant improvement in the hematologic 
picture; and (4) epithelial changes that occur 
in individuals with iron deficiency anemia are 
not seen in patients with other anemias. 

We have chosen to study enzymatic activity in 
iron deficiency states produced experimentally 
in animals. In our earlier experiments, we pro- 
duced iron deficiency in rats by repeated bleed- 
ing. Control rats were bled at the same rate but 
were fed a diet supplemented with iron. Iron 
deficient animals showed a decrease in the cyto- 
chrome C activity of liver and kidney which 
greatly exceeded the decrease in hemoglobin. In 
subsequent experiments, we used the classical 
method of producing iron deficiency: a milk diet 
fed to rapidly growing young rats. Again, we 
found decreased cytochrome C activity of the 
kidneys, 

We then extended our observations to cyto- 
chrome oxidase, another heme — containing en- 
zyme, and found it, as well as cytochrome C, 
Assistant Professor of Medicine, University of Chi- 
cago Medical School. 

This work originated from the Argonne Cancer Re- 
search Hospital operated by the University of Chicago 
for the United States Atomic Energy Commission. 
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Iron Deficiency States 


was decreased slightly in the kidneys of iron de- 
ficient animals. We also were able to demonstrate 
a slight decrease in cytochrome oxidase activity 
in human white blood cells, but these determina- 
tions are difficult to do and we do not regard the 
results as entirely satisfactory from a technical 
point of view. 

Another heme enzyme, catalase, may be studied 
more readily in human tissues. However, we 
found that the catalase content of human eryth- 
rocytes is maintained at normal levels even in 
patients with the most severe degrees of iron de- 
pletion. Similarly, the catalase of rat erythro- 
cytes and rat liver remained at normal levels in 
rats with experimentally induced iron deficiency. 

Thus far, all the enzymes mentioned contained 
heme groups. Succinie dehydrogenase is an iron 
enzyme not containing heme; we also have made 
measurements of this enzyme. In iron deficient 
rats, we found decreased succinic dehydrogenase 
activity in kidneys and heart; the activity of this 
enzyme in the liver was within the normal range. 
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Aconitase, although not an iron enzyme, re- 
quires iron as a co-factor in the conversion of 
citric to cis-aconitic acid in the tricarboxylic acid 
cycle. This enzyme can be inactivated merely by 
incubating for about an hour at 37° C. Reactiva- 
tion can be achieved by adding iron and a reduc- 
ing agent such as ascorbic acid, but adding either 
of these alone is ineffective. In iron deficient 
rats, the aconitase activity of brain and liver 
is normal, but there is a questionable decrease of 
activity in the heart and a marked decrease of 
aconitase activity in the kidneys. To determine 
whether this decrease in enzymatic activity was 
due merely to absence of iron, acting as a co- 
factor in the reaction, we attempted to reactivate 
kidney homogenate from iron deficient animals 
with iron and ascorbate. No evidence of reactiva- 
tion was obtained by this means, or by adding 
boiled normal kidney extract to the iron deficient 
kidney homogenate. However, when iron was 
given intragastrically to iron deficient rats, the 
aconitase activity soon returned to normal levels. 
Thus it would appear that the actual enzyme, 
aconitase, is depleted under conditions of defi- 
ciency of its co-factor, iron. 

Because there are many clinicians in the audi- 
ence, I would like to allude to some of the clini- 
cal implications of this work. In thinking about 
iron deficiency anemia, we must now consider, 
in addition to the well known decrease in hemo- 
globin, at least the possibility of depletion of 
iron enzymes and of enzymes requiring iron for 
their activity. Previously, 10 grams of hemo- 
globin was thought to be adequate for normal 
function and persistent symptoms of fatigue 
with hemoglobin values at about this level in 
otherwise healthy women usually were relegated 
to the vague area of psychoneurosis. Now we sub- 
mit that we must consider the alternative possi- 
bility that a minimal decrease of hemoglobin 
levels may be associated with severe symptoms 
hecause of severe degrees of enzyme depletions in 
the tissues. This situation may be analogous to 
the findings of severe neurological symptoms in 
patients with pernicious anemia in the absence 
of anemia. 

Clinically, therefore, it becomes important to 
diagnose correctly not only severe but also mild 
iron deficiency. Severe anemia is relatively easy 
to diaymose: the blood indices and blood smear 
almost invariably reveal microcytic, hypochromic 
ted cells. A history of hemorrhage usually can 
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be obtained, and the plasma iron invariably will 
be low and the iron binding capacity elevated. 
On the other hand, it is much more difficult to 
establish the diagnosis of mild iron deficiency. 
All the red cell indices may fall within the nor- 
mal range. The peripheral blood smear frequent- 
ly appears normal. The plasma iron and iron 
binding capacity also may be normal. In our 
experience, the most certain way to establish 
the diagnosis of mild iron deficiency is to stain 
the sternal bone marrow for iron. In iron defi- 
ciency, the iron stores have been exhausted, and 
no stainable iron will be present. This test is 
reliable, except in patients who have received 
transfusions or parenteral iron therapy. Under 
these conditions, stainable iron tends to persist 
in the marrow even when the iron deficiency state 
has developed. 

Dr. William E. Fishman, Assistant in Medi- 
cine: Is it practical to do a double blind study 
of the effects of iron therapy on symptomatic 
relief of patients with 10 or 11 grams of hemo- 
globin? 

Dr. Beutler: We have done just such a study 
over the past two or three years in a group of 
women whose hemoglobin was over 12 grams per 
cent, but who suffered from abnormal fatigue. 

Sahli, soon after having developed his well 
known method for clinical hemoglobinometry, 
found that some young women with symptoms 
of chlorosis had no anemia. However, after iron 
therapy, their blood hemoglobin level increased 
slightly and symptoms disappeared. Jasinski has 
written many papers and a book on what he 
calls “masked iron deficiency”—that is, symp- 
tomatic iron deficiency without anemia. Neither 
of these observers carried out any control studies. 

In our investigation of women who complained 
of tiredness and lassitude, other clinical disease 
was ruled out first. Because of the great sub- 
jectivity of complaints of this type of patient, 
the greatest care was taken to eliminate bias. 
Each woman served as her own control. Iron 
and placebo were administered alternately. Clini- 
cal observation of the patients was made without 
knowledge of (1) whether the patient was re- 
ceiving iron or placebo, (2) what the patient’s 
plasma iron or iron binding capacity was, or (3) 
what the patient’s marrow iron stores were. Mar- 
rows were identified only by code numbers and 
were interpreted without reference to clinical 
records. Of 17% women whose marrow stores 
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proved to be depleted, five preferred placebo, but 
12 preferred iron therapy. These results may be 
contrasted with a group of 11 women whose 
marrow stores proved adequate. Five of these 
preferred placebo, only four preferred iron, and 
two were undecided. While not entirely conclu- 
sive, these results are highly suggestive that mild 
iron deficiency can produce symptoms, even 
when the patient’s hemoglobin is within normal 
range. We were interested to observe a slight, 
but statistically highly significant increase of 
hemoglobin levels in the iron deficient group, 
but not in the normal group during iron admin- 
istration. There was no change in the hemoglo- 
hin levels of either group during the period of 
placebo administration. 

I do not recommend widespread use of bone 
marrow examination by untrained individuals 
because of the difficulty in preparation and inter- 
pretation of celloidin sections, as well as the 
possibility of complications arising from the pro- 
cedure. Much work needs to be done to develop 
a simple, practical means of distinguishing iron 
deficient, nonanemic patients from normal sub- 
jects. 

Dr. Burton R. Andersen, Assistant in Medi- 
cine: Are the differences in enzyme activity suf- 
ficiently sensitive to be used in diagnosis ? 

Dr. Beutler: The only tissue that can be bi- 
opsied conveniently in human subjects is the 
blood. The metabolism of human red cells is 
incomplete and most of the known iron enzymes 
are not found in erythrocytes. One of the excep- 
tions is catalase but the activity of this enzyme 
is not decreased in iron deficiency. The study 
of white cells and platelets is much more difficult 
for technical reasons, and we are still searching 
for a good clinical enzyme assay to use in evalua- 
tion of iron deficient patients. It may be possible 
to demonstrate altered metabolism in iron defi- 
cient subjects by some indirect means. In an 
attempt to do this, we have loaded subjects with 
exogenous citrate, but we do not find any con- 
sistent differences in the metabolism of exo- 
genously administered citrate in iron deficient 
subjects. 

Physician: In cases of pernicious anemia, the 
diagnosis is masked occasionally by prior partial 
therapy. Does a similar problem prevail in the 
diagnosis of iron deficiency anemia? 


Dr. Beutler: Orally administered iron is stored 








in the marrow so poorly that iron therapy 
will not mask iron deficiency if examination of 
the bone marrow is used as the criterion. It 
will affect the red cell indices and the plasma 
iron in a short time. Parenterally administered 
iron is stored rapidly in the reticuloendothelial 
cells, and while it sometimes appears not to be 
readily available for the metabolic requirements 
of the subject, these cells stain by histochemical 
methods and may, in a sense, mask an iron 
deficiency. 


Dr. John Louis, Instructor in Medicine: We 
also have studied the subjective responses of 
pernicious anemia patients to injections of By». 
It seemed to us that the responses of both normal 
and diseased patients were capricious and moti- 
vated in many cases by their expectations of 
relief from medication. 

Dr. Beutler: 1 agree that it is difficult to eval- 
uate patients’ subjective complaints. This is why 
we felt it necessary to resort to the double blind 
technique in studying the problem of response 
of symptoms to iron therapy in nonanemic 
women. As in other double blind studies, the 
placebo reactor rate is high, both in the iron 
deficient and in the control group. 

Dr. John Louis, Instructor in Medicine: There 
would seem to be no common agreement among 
hematologists regarding the normal lower limits 
of blood hemoglobin. How do you define the 
lower limits of normal ? 

Dr. Beutler: This is difficult to answer, but 
the question is a practical one. Each patient has 
his own normal range, and yet when you see a 
patient for the first time, you do not know what 
normal is and must accept some arbitrary figure 
below which the patient is considered anemic. 
The lower limit of normal of males should prob- 
ably be 14.0 grams per cent. In females, I think 
I would accept the figure of 12.0 grams per cent, 
recognizing, however, that many women with 12 
or 1214 grams per cent hemoglobin levels are 
iron deficient and that their hemoglobin may 
rise to 14 or even 15 grams per cent, when iron 
is administered. 

Dr. George Gee Jackson, Associate Professor 
of Medicine: There would seem to be no problem 
with the detection of iron deficiency in gross 
states. In the mild case, however, is it not neces- 
sary to consider inadequate absorption of iron 
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weil as blood loss ? 

Dr. Beutler: We have not been consistently 
successful in clinically correlating the iron defi- 
ciency with the menstrual flow history. Un- 
doubtedly, problems in absorption contribute in 
some patients, but rarely are of primary impor- 
tance. Certainly there are anemias due to poor 
end organ utilization of iron, but I would not 
classify these as being iron deficiency anemias, 
since they do not respond to iron administration. 

Dr. Charles Davis, Instructor in Medicine: 
Why does the catalase activity remain normal 
in iron deficiency ? 

Dr. Beutler: If the role of catalase is, as we 
generally consider it to be, to break down perox- 
ide complexes as they form in the body, it cer- 
tainly appears teleologically unsound for the 
body to maintain normal catalase levels. The 
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Double blind technique 


Nor is advertising a hit-or-miss business based 
on inspirations and brainstorms alone. Rather 
does it depend on such practical research as that 
on the artwork problem of whether girls being 
kissed should have their eyes open or closed. The 
lady employees of Boughten, Bartered, Destined, 
and Orseborne itself were questioned and voted 
15 per cent in favor of the blind if not the 
doub]»-blind technique. Editorial. Huckster’s Re- 
venge. New England J. Med. Apr. 23, 1959. 
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or poor utilization of iron at the end organ as 


amount of catalase in the red cells, for example, 
is much greater than the amount required to 
keep peroxide at a low level. Various enzyme 
systems compete for iron in iron deficiency. Ap- 
parently catalase is the most efficient, hemo- 
globin is less efficient, and cytochrome is the 
least efficient of those studied. 

Dr. Hans G. Grieble, Instructor in Medicine: 
Why are iron tolerance curves not practical ? 

Dr. Beutler: They are practical but not reli- 
able. The test, I’d like to say for those who are 
not familiar with this procedure, it is similar to 
the glucose tolerance test. A load of iron is ad- 
ministered orally, and the serum iron is meas- 
ured at intervals. It has been stated that a high 
iron tolerance curve indicates an iron deficiency 
state while a flat curve indicates adequate iron 
stores. There are many exceptions, and we do not 
regard the results as sufficiently consistent for 
this test to be clinically reliable. 


>>> 


Psychological factors in vomiting 


Twenty-nine primiparae who suffered from 
vomiting of early pregnancy were compared with 
a control group of pregnant women who did not 
vomit. Assessment of psychological factors re- 
vealed no significant difference between the two 
groups. An androgyny score, derived from the 
body measurements, showed a slight but sig- 
nificant deviation towards masculinity in the 
women with vomiting. A. J. Coppen, M.D. 
Vomiting of Early Pregnancy—Psychological 
Factors and Body Build. Lancet Jan. 24, 1959. 
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Georce V. MANN, M.D., NASHVILLE, TENN. 


he true causes of coronary heart disease are 

unknown. Lacking this information, we have 
neither preventive nor treatment. Yet we hear 
on every side exuberant claims and profound 
predictions of near solutions. In this confusion 
patients with known coronary disease-—and well 
people also—are subjected to unwarranted treat- 
ments and dreadful warnings. 

The Madison Avenue techniques that have per- 
suaded so many physicians and laymen that 
coronary disease is caused by excessive fat in 
the diet has obscured other equally creditable 
hypotheses of causation. One is the proposal 
that physical inactivity is somehow related to 
the incidence of coronory heart disease. So far 
as I can find, this proposal was made by Percy 
Stocks, former Registrar General of Great Bri- 
tain. Creditation of such an idea may be hazard- 
ous because self-righteous indignation with 
slothfulness must go back to the origin of our 
species. The evidence relating exercise or lack of 
it comes from several sources. 

Studies of vital statistics according to classifi- 
cation by socioeconomic status, as with the Brit- 
ish social classes, have shown a regular relation- 
ship with mortality assigned to coronary artery 
disease. For example: 


COMPARATIVE CoRONARY DISEASE MortALity INDEX — 
Great Britatn, 1950' 





~ Social Class Male Female (Married) 
= 150 92 
110 93 
104 101 
79 100 
89 108 
100 100 








Associate Professor of Biochemistry, Assistant Pro- 
fessor of Medicine, Division of Nutrition, Vanderbilt 
University. 

While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
pressed are those of the authors and do not necessarily 
represent the official view of that committee. 


20 


Diet, Exercise, 


and Coronary Disease 


Now, we could argue effectively that this rela- 
tionship is caused by differences in medical care 
and diagnosis available to the several groups. 
Physicians and lawyers of Social Class I must 
have had more and better diagnostic facilities 
available to them than farm workers in Class V. 
However, the married women in the same popu- 
lation should have had the same care available 
and yet their mortality trend is different. 

It may surprise some to learn that measure- 
ments of energy expenditure in several occupa- 
tions reveal that housewifery is a high work job 
and ranks with bricklaying (4.0 cal./min.), fin- 
ish carpentry and lathe operating (4.4 cal./min.) 
—all well above the expenditure of the “desk 
jockeys” (1.5 cal./min.).2 The occasional dis- 
agreement with such occupation—mortality rela- 
tionship is not convincing because of the limita- 
tion of the sampling and classifications of en- 
ergy expenditure used. 

Studies in a more directed way have been done 
with human subjects by Morris and Raffle.* Bus 
drivers who sit and steer were found to experi- 
ence more coronary heart disease during a period 
of surveillance than the conductors who walked 
up and down collecting. But, do conductors select 
this job? The men may not have the disease be- 
cause of the job; they may select their jobs be- 
pause of the disease or for another neglected 
reason truly associated with causation. In the 
same way, we are confounded in explaining the 
small but definite association of smoking with 
coronary heart disease. Does smoking cause cor- 
onary heart disease or does it, along with coro- 
nary heart disease, represent a common prior fac- 
tor causal of both? 

Finally, there is some laboratory evidence re- 
lating exercise to atherogenesis if we are willing 
to make the simplifying assumption that serum 
cholesterol levels reflect the status of atherogene- 
sis. My colleagues and I have shown that fatness 
is weakly but significantly associated with hy- 
percholesterolemia.* Exercise and fattening ob- 
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viously are related in an inverse manner. Fur- 
ihermore, wo could show that exercise would 
block the hypercholesterolemic effect of overeat- 
ing.® This relationship is reminiscent of the im- 
munity to glucosemia that exercise confers upon 
the diabetic. Again, with chickens, exercise will 
retard the cholesterolemic effects of feeding cho- 
lesterol. How this effect is mediated biochemi- 
cally is unresolved. 

If exercise and physical conditioning seem 
prosaic preventives of coronary heart disease in 
the face of exotic drugs and elegant dietary regi- 
mens, we should reflect upon that penetrating 
observation of Professor W. M. Arnott: “The 
ready acceptance of the ‘stress and strain’ con- 
cept is very understandable. It nourishes the 
amour propre of the believer and it is readily 
acceptable to the unfortunate victim and his rela- 
tives. It places ischemic heart disease in the 
position of being the unjust reward of virtue. 
How much nicer it is when stricken with a coro- 
nary thrombosis to be told it is all due to hard 
work, laudable ambition, and selfless devotion 
to duty than to be told it is due to gluttony and 
physical indolence.’”? 

Certainly, experimentalists should look to the 


Single injection for hay fever 


Until stable emulsified extracts become com- 
mercially available, this method is not applicable 
to general usage. We would suggest that this 
method be used with caution and respect by those 
who have the facilities for this type of work. 
Whether it is a step forward in their effort to 
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effects of exercise upon lipid metabolism and 
vascular disease. Exercise is likely to have a 
biochemical relation to lipid metabolism. It also 
may be the important influence in the mainte- 
nance of collateral circulation in impaired coro- 
nary vascular trees. Considering all the other 
dividends, regular exercise can be recommended 
as a reasonable, pleasurable, and profitable enter- 
prise for all—patient, physician, and the ap- 
prehensive layman. 
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treat pollenosis effectively but more simply is a 
question to be answered in the future. In sum- 
mary, we consider this method of administering 
extracts at least as effective clinically as the 
orthodox aqueous treatment. Robert A. Cooke, 
M. D. Single Repository Injection Treatment of 
Hay Fever. Panel Discussion. New York J. Med. 
May 1, 1959. 





The Treatment of Meniere’s Disease 


with Ultrasonic Waves 


Ricuarp P. Artacno, M.D., Cuicaco 


he classical triad of Meniere’s disease is char- 

acterized by recurring attacks of vertigo, tin- 
nitus, and deafness. The underlying pathophysi- 
ology has been termed “endolymphatic hydrops” 
by Williams.’ Hydrops is supposed to be the 
result of anomalies in the production or resorp- 
tion of endolymph or of changes in the quality 
or quantity of the endolymph and in the permea- 
bility of the membranes.* Lindsay has demon- 
strated dilatation of the cochlear duct in patients 
with Meniere’s disease by histologic examina- 
tions of the labyrinth.* 

Experience has shown that medical manage- 
ment of Meniere’s disease is not entirely satis- 
factory. Surgical destruction of a diseased laby- 
rinth has been restricted to cases in which the 
disease appeared to be unilateral and hearing 
in the affected ear had fallen below the practical 
speech level. he disease may appear to be 
unilateral initially, but becomes manifest later 
in the opposite ear. Surgical destruction of the 
labyrinth implied a sacrifice of the residual hear- 
ing. Although hearing may appear to be below 
the serviceable level, considerable fluctuations in 
cochlear function frequently are observed in 
Meniere’s disease, indicating only a temporary 
functional suppression of the cells of Corti. 
Dandy’s procedure of partial section of the eighth 
cranial nerve involved a major surgical proce- 
dure.* A suboecipital craniectomy was performed, 
the cisterna drained, the cerebellum retracted, 
and the proper portion of the eighth nerve se- 
lected and sectioned. Even in the most. skilled 
hands, cochlear fibers have been sectioned and 


vestibular fibers remained intact, with the result 


that loss of hearing occurred and vertigo per- 


sisted. 





Associate in Otolaryngology, Department of Oto- 
larynzology, Northwestern University Medical School 
and Department of Otolaryngology, Chicago Wesley 
Memorial Hospital. 
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A new treatment for Meniere’s disease is pro- 
posed, to attain a selective destruction of the 
vestibular labyrinth with ultrasonic waves, with 
preservation of hearing. The present technique 
is based on the work of Arslan®*? who—in pre- 
senting his initial series of 184 cases at The 
Fifth International Congress of Otorhinolaryn- 
gology in Amsterdam—reported favorable re- 
sults in 94 per cent of cases operated at the end 
of a one year study. Encouraging results have 
been reported also from Zurich and Edinburgh 
clinics.*® 

The Arslan technique may be defined as the 
direct application of ultrasonic waves to the 
vestibular labyrinth, resulting in attenuation or 
destruction of vestibular function without im- 
pairing cochlear function. Arslan set forth two 
essential conditions in the construction of an 
ultrasonic apparatus for treating the inner ear: 

1. “The ultrasonic emitter should be thin and 
narrow, and produce irradiation of an intensity 
sufficient to enable a relatively rapid destruction 
of the labyrinth through the bony wall of the 
semicircular canal. 

2. “No ultrasonic energy should escape from 
the walls of the emitter, as in that event, applica- 
tion of the ultrasonic emitter to the antrum 
would involve considerable hazards, such as fa- 
cial palsy.” . 

In accordance with Arslan’s directions, the 
apparatus in standard use was constructed by 
Federici of Milan, Italy. The frequency produced 
is approximately 800,000 cycles per second. In- 
tensity is measured in watts per square centimeter 
and a dosimeter indicates the effective power 
emitted by the applicator (transducer, erogator). 
A centrifugal pump circulates oil to cool the 
piezo-electric element that generates the high- 
frequency sound waves. The special applicator 
has an active surface area of 0.2 sq. em. and 
can deliver up to 12.5 watts/em.? A metal jacket 
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Figure 1. Ultrasonic apparatus produced by Fed- 
erici of Milan. 


The biological effects of ultrasound are three- 
fold: mechanical, thermal, and chemical. The 
relative importance of these three effects is not 
clearly defined. Possibly their importance varies 
in different circumstances. While the biological 
and therapeutic effects are far from being clearly 
understood, we do know that the effect on living 
tissue may be temporary and reversible with 
weak or therapeutic dosage; or progressive and 
destructive with stronger dosage. The margin 
between these doses is small and tissues vary in 
their degree of sensitivity to ultrasound, nervous 
tissue being particularly sensitive. If an area 
made up of tissues of varying densities is ir- 
radiated, the effects are greatest at the interfaces 
—i.e., at the level of changes in tissue density. 
Consequently, periosteum and endosteum show 
the initial and more intense reaction. 

The histological effects of ultrasound on the 
labyrinth have been described by Arslan’s asso- 
ciate DeStefani.’° Irradiation of the labyrinth 
in dogs resulted in destruction of the neuro- 
epithelial cells of the ampullary crista. I have 
irradiated the labyrinths in a series of monkeys, 
and sacrificed the animals at varying intervals 
postoperatively, using intravital fixation with 
Witimaach’s solution. Progressive degeneration 
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of the neuroepithelium of the crista was observed 
over a six-week period. Edema, precipitates, and 
pyknosis were evident in one week. Detachment 
of the neurosensory epithelium was observed at 
three weeks. Complete neuroepithelial degenera- 
tion was present at six weeks. 

It is essential that the operative procedure be 
conducted under local anesthesia, as the course 
of the operation is determined by the nystagmus 
reactions. I have modified Arslan’s procedure 
in that I use the endaural approach routinely. 
This technique has not resulted in irradiation 
of the facial nerve, as Arslan postulated. An- 
trotomy is performed to expose the semicircular 
canals, without disturbing the ossicular chain. 
The labyrinth is skeletonized and the bony hori- 
zontal semicircular canal flattened with the dia- 
mond cutting burr. 





Figure 2. Ultrasonic emitter in contact with the 
vestibular labyrinth, avoiding the cochlea and facial 
nerve. 


The tip of the emitter should be in direct con- 
tact with the bony labyrinth, as the presence of 
an intervening air space will reduce the ultra- 
sonic dosage to the labyrinth. Hemostasis is es- 
sential, as blood around the tip of the emitter 
will increase the field of irradiation. The field 
of irradiation must be studied to avoid injury to 
the cochlear or facial nerve. 

The nystagmus reactions are observed by an 
assistant during the administration of the ultra- 
sonic waves, to determine the various stages of 
labyrinthine destruction. Nystagmus occurs with- 
in one to two minutes of ultrasonic irradiation. 
Initially, it is irritative in type—i.e., the fast 
component is directed toward the operated side. 
After 10 to 15 minutes of irradiation, nystagmus 
is reversed, with the fast component to the op- 
posite side. Arslan referred to this as the para- 
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lytic stage. When applied to the vertical canals, 
a rotatory or vertical nystagmus is observed 
occasionally. 

The dosage of ultrasonic irradiation cannot 
be predetermined accurately. It will vary with 
ihe time of onset of nystagmus and its subse- 
quent course. Irradiation is begun at an intensity 
of 7-8 watts per sq. em. and continued until 
the irritative nystagmus disappears. The inten- 
sity is then increased to 10-12 watts per sq. cm. 
until the paralytic nystagmus appears. The as- 
sistant also should observe any isolated contrac- 
tures of the facial muscles and request the patient 
to contract these muscles. 

The postoperative course is tranquil. It is 
usual for the patient to be sitting up comfortably 
on the first postoperative day. Nystagmus sub- 
sides within 24-48 hours. The occasional occur- 
rence of modified attacks of vertigo during the 
first few weeks suggests progressive degenera- 
tion of the labyrinth. 

Fifteen cases were operated on at the Chicago 
Wesley Memorial Hospital from May, 1957, to 
October, 1958. Attempts at medical management 
were exhausted before considering the use of 
ultrasound. Postoperatively, vertigo has been 
controlled in patients adequately irradiated with 
ultrasound. Tinnitus improved in several cases ; 
in three, it was completely eliminated. The pre- 
operative hearing level has been maintained in 
controlled cases. 

Arslan believed that the therapeutic effect of 
ultrasound could be due either to the destruc- 
tion of the neuroepithelium of the crista, or to 
control of the endolymphatic hydrops by reliev- 
ing the hypersecretion or promoting the resorp- 
tion of the endolymph. Altmann and Waltner 


thought that the improvement in tinnitus could 
be due to improved endolymphatic circulation 
in the vestibular as well as in the cochlear por- 
tion of the labyrinth.” 


SUMMARY AND CONCLUSIONS 


Animal experimentation and clinical experi- 
ence have demonstrated that a selective destruc- 
tion of the vestibular labyrinth can be achieved 
with ultrasonic waves. The attacks of paroxysmal 
vertigo cease and hearing is preserved in patients 
with Meniere’s disease. 

Suite 2414, Prudential Plaza, Chicago 1. 
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Non-Peregrinating Hysteria 


of Munchausen 


RicHarp F. HERNDON, M.D., SPRINGFIELD 


hysicians have been as entertained as in- 
P structed by sagas of the Munchausen syn- 
drome.’ The Baron’s fellow travelers are migra- 
tory and so are recognized only as their manifes- 
tations become absurdly evident. Most of the 
patients described have been malingerers. If such 
behavior is hysterical, recognition is immeasur- 
ably complicated. A nonmigratory Munchausen 
hysteria in a small town provides easily avail- 
able records and, as advancing years may bring 
real abnormalities, a careful reconstruction of 
the past brings today into focus. 

Our community of physicians has been unsuc- 
cessfully engaged in the care of such a patient 
for 35 years. The following record is an aggre- 
gate of 116 hospital admissions with 33 attend- 
ing physicians between 1923 and 1958. Since 
1952 there have been 60 admissions under 13 
physicians. (Table 1). The free intervals in the 
table may have been spent in other communities. 

M. T. is a slightly obese, grey-haired white 
female. Her main complaint of headache, which 
was described as “all over” of a throbbing, pound- 
ing, or sharp character lasting from three to 10 
days, usually four. They occur at about weekly 
intervals but with free periods of up to two 
weeks, They are not preceded by an aura and al- 
though occasionally accompanied by nausea, rare- 
ly is vomiting a problem. Any new medicine gives 
partial relief but each therapeutic trial fizzles 
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out and further medication is necessary. As a 
result, the patient has taken a wide variety of 
medicine, all essentially ineffectual. 

Other than the chief complaint, the remainder 
of the history was difficult to obtain. With re- 
peated interviews, sifting of old hospital records, 
personal interviews with old acquaintances of 
the patient, and a social history provided by the 
Public Aid Commission, the following story un- 
folded. 

The patient, born in 1900, is the third of four 
children. Her mother died in the influenza epi- 
demic in 1918 at age 37. Her father remarried in 
1920 and died at age 65 of high blood pressure. 
Two older brothers died, each at 50; one of high 
blood pressure and the other of complications fol- 
lowing appendectomy. Her younger sister is mar- 
ried to a physician and although the patient said 
her sister is nervous, she is ostensibly well. There 
were 4 stepsiblings in addition to the stepmother. 
These siblings are thought to be alive, but pa- 
tient has had no contact with them in years. The 
stepmother is thought to be dead, but this too 
is conjectural. 

After public education, the patient entered 
nurse’s training and in her third year of train- 
ing her stepmother reportedly threatened to take 
her younger full sister out of school to contribute 
to the support of the family. In a fit of depres- 
sion over this, the patient says she took strych- 
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TABLE 1 


Attending 
Physicians 


Number of 


Year Hospitalizations 


1923 Me 
1924 Ld 
1925 F,N 
1926 Ld 
1927 St,Le 
1928* Patt,De 
1929 Ls 
1930 

1931 

1932 Ma 
1933 Ma 
1934 Da 
1935 ) 

1936 ) State Mental Hospital 
1937 4 Sc 
1938 

1939 

1940 1 C 

* First admission for drug intoxication. 
a. Gynecology complaints. 

b. Abdominal pain. 

c. Chest pain. 

d. Headache. 

+ Known admission to nearby community hospital. 


Attending 
Physicians 


Number of 


Year Hospitalizations 


1941 1) 
1942 ) 
1943 1) 
1944 12) 
1945 7) 
1946 7) 
1947 
1948 
1949 
1950 
1951 
1952 
1953 
1954 


Be,Ko 
Br,J,Kw 
Kw,Gra,A,Gre 
Gra,Pe 

1955 Pate, Bar 

1956 Pate 

1957 : Bal 

1958 Bal, Her 





nine. As a consequence she was denied further 


nurse’s training “because of instability” and was 
accused of being with child. The latter was of- 
fered as an explanation for her attempted sui- 
cide. The patient vigorously denied that she was 
pregnant or had ever had intercourse. 
Two acquaintances of the patient deny this por- 
tion of the history, stating that she left nurse’s 
training to marry. 

In 1923, shortly following release from nurse’s 
training, the patient married, taking her full 
sister to live with her. Her husband worked for 
a local newspaper and had rheumatic valvulitis. 
He died of subacute bacterial endocarditis in 
1945. He is described by the patient’s acquaint- 
ances as a dead hero, a somewhat ineffectual 
man, entirely dominated by the patient when 
alive, then put on a pedestal after death. He 
must have been disgusted occasionally, however, 
for he had her committed to a state mental hos- 
pital and while she was there, he purchased a 
new car against her wishes. The patient was 
pregnant on two recorded occasions, but aborted. 

Her first known local hospital admission was 
in 1923; by 1928 she had had two pelvic surgical 
procedures resulting in complete hysterectomy, 
bilateral salpingectomy, and removal of left ova- 


sexual 
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ry. Her symptoms in this era were dominated by 
abdominal pain, but following a cholecystectomy 
in 1934 her complaints have been of chest pain 
and headache. The headache is described above. 
The chest pain is sharp and stabbing in charac- 
ter, precordial, not substernal in location, located 
just beneath the left breast, lasting from four to 
12 hours. It is not often exertional and not 
necessarily associated with cyanosis in that the 
patient has been deeply cyanotic without pain. 
Cyanosis has been noted since about 1944 
when a diagnosis of heart disease was first en- 
tertained. Cyanosis is intermittent, lasting from 
12 to 36 hours and is spectacular when accom- 
panied by a blood pressure of 200/100, dyspnea, 
and chest pain. This has been demonstrated to 
be due to methemoglobinemia, but the sensitizing 
agent is as yet undetected. Some local physicians 
and one acquaintance insist that the patient can 
willfully induce cyanosis without medication. 
The patient has been on relief intermittently 
since 1940. In 1953 she was put on the rolls of 
the Illinois Public Aid Commission as totally 
disabled due to coronary sclerosis. Up until that 
time she had worked intermittently as a prac- 
tical nurse. In 1954 or 1955 she was studied 
intensively at the Research Hospital at Univer- 
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sity of Illinois with a final diagnosis of psy- 
choneurosis. 

Many hospital admissions have been precipi- 
tated by disturbances, usually the result of in- 
toxication with some sedative, involving neigh- 
bors or police. These admissions she in turn 
blames on the interfering parties. 

The patient has never been observed to express 
outright hostility to physicians, nurses, or hospi- 
tals. She has verbalized feelings of persecution 
toward Public Aid workers—the current wel- 
fare organization supporting her, but to her at- 
tending physician she continually apologizes for 
“being so much trouble.” On one recent occasion, 
when hospitalized because of an overindulgence 
in sedatives, (she was found in her nightgown 
in the street by a passing motorist) she was in 
a bed with side rails and was observed to beat 
her head against the top rail—stopping every 
now and then to cry out plaintively “don’t hit 
me, don’t hit me.” 


PHYSICAL EXAMINATION 


This obese, white-haired, pleasant, somewhat 
placid, white female with a good vocabulary, has 
a soft self-depreciating voice, apologetic in tone, 
without manifest anxiety. Blood pressure runs 
from 120/70 to 200/100. Pulse is regular. The 
lips, nail-beds, and mucous membranes may be 
blue-grey cyanotic, but otherwise examination is 
entirely within normal limits execpt for ataxia 
if oversedated and scars of abdominal operations. 

Laboratory work has always been within nor- 
mal limits except for a leucopenia and anemia 
coincident with thiocyanate therapy; the leuco- 
penia was transient, disappearing on withdrawal 
of medication but slight anemia, (Hb. 11.0 
gm.%) has persisted. 

The patient has had many, many diagnostic 
studies. Urine for 17-ketosteroids was slightly 
elevated (25 mg./24 hr.) on one of three speci- 
mens but no other abnormality was discovered. 
X-rays of the skull, chest, cervical and thoracic 
spine, stomach, colon, pyelography, and even 
presacral air insufflation have been normal over 
the years. Innumerable EKGs have been normal 
or at best borderline, with non-specific T wave 
changes. The only definitely abnormal laboratory 
finding has been the regular association of me- 
themoglobinemia with cyanosis. 
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DISCUSSION 


This patient has exhausted the patience and 
ingenuity of 33 local physicians. She demands 
an astounding amount of care. All practitioners 
are acquainted with such patients, differing only 
in degree and duration of symptoms. The per- 
sistence of this woman is appalling as is the 
inability of the medical profession to deal with 
her. Her tactics are like loopholes in the law 
that result in lengthy, disagreeable, unreward- 
ing litigation. 

The patient has most effective measures to 
obtain attention—the poor, dependent supplicant 
pleading for the services of a Samaritan. These 
tactics are devoid of any semblance of hostility, 
but latent hostility is assuredly present. She is 
like a fawning Uriah Heep whose deference 
nauseates. A favorite practice is to apologize for 
her own inability to relieve her symptoms, a 
fault supposedly of the physicians but which she 
assumes. She is “so sorry to impose”, she wishes 
she “did not have to bother,” and before long 
one feels as if one had been bludgeoned with a 
ball bat. 

Superficially her trouble is thought to be due 
to hostility to medicine and doctors. She claims 
a reason to be hostile—that the profession denied 
her a prestige position by way of a nursing ca- 
reer. As it is not socially acceptable to damn all 
physicians, in retaliation she has irremediable 
symptoms, confounding medical science, refus- 
ing to be cured, and yet simultaneously pleading 
for salvation. What better way to make fools of 
doctors ? 

This patient has possible value: since she 
probably is not unique, a recitation of her chron- 
icle may provide some denominator of recogni- 
tion. Institutional care would be the solution for 
those legally confinable. This particular patient 
would be difficult or impossible to commit; the 
community will probably have to continue to 
support her expensive, time-consuming medical 
attention. 

800 South Fifth Street. 
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Perforated Peptic Ulcer 


Moderator: 

Rosert J. FREEARK, M.D. 
Director, Surgical Education 
Cook County Hospital 


Discussants: 

WituiaM Requartn, M.D. 

Assistant Professor of Surgery, University 
of Illinois College of Medicine; Attending 
Surgeon, St. Mary’s Hospital, Decatur 


Morris T. FrRIEDELL, M.D. 

Associate Clinical Professor of Surgery, 
Stritch School of Medicine of Loyola Univer- 
sity; Attending Surgeon, Cook County Hos- 
pital 


Dr. Robert J. Freeark: Today we are depart- 
ing a little from our usual conference in that we 
will discuss a single case, a rather unusual and 
interesting one which actually is several cases 
in one. The patient to be presented experienced 
three separate and distinct acute episodes, any 
one of which presented problems worthy of con- 
siderable discussion, 

Perforated peptic ulcers are treated at Cook 
County Hospital largely by the senior surgical 
residents. These cases usually are emergencies 
and have a striking tendency to arrive at the 
admitting room at night or over a week-end. The 


Department of Surgery 
Cook County Hospital 


practices that have evolved in the surgical and 
nonsurgical management of perforated peptic 
ulcer have been more or less passed down over 
the years from one resident group to the next. 
It is wise to review our practices periodically 
and to inquire into the advisability of some of 
them. he discussants today are well qualified 
to help us do this. Dr. William Requarth is an 
acknowledged authority on the acute surgical 
abdomen. His writings on this subject reflect 
the vears of training and experience gained at 
this hospital during his surgical residency. We 
are proud to call him an alumnus and we want 
to find out if his thinking and practices have 
changed significantly in the years since he left 
County Hospital. 

Dr. Morris T. Friedell is an esteemed mem- 
ber of our surgical attending staff. He received 
his early surgical training at the Mayo Clinic, 
and knows the peptic ulcer problem from the 
standpoint of the private institution, the large 
charity hospital, and the busy general surgeon 
in private practice. 

The clinical data will be presented by Dr. 
James Bransfield who, as you will soon appreci- 
ate, devoted considerable time and effort to this 
man’s care. 


CLINICAL DATA 


Dr. James Bransfield (surgical resident) : This 
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54 year old negro male entered Cook County 
Hospital on February 25, 1958, with a 12 hour 
history of sudden, severe, epigastric pain. Shortly 
after its onset, he vomited and felt weak but 
was able to walk to the bathroom, where he noted 
passage of black tarry stools. Pain rapidly be- 
came generalized throughout the abdomen and 
increased in severity. He was admitted to this 
hospital as an acute abdominal emergency in 
considerable distress. 

On questioning, it was learned that this man 
had had a one month period of ulcer-type symp- 
toms preceding this episode. He also admitted 
to excess indulgence in alcohol and tobacco. He 
had received no medical therapy for ulcer. It 
was further learned that hypertension had been 
present “for years” and had been treated irregu- 
larly with oral medication of unknown nature. 
In addition, the patient had complained of cough 
and sore throat for the past three or four months. 
Perusal of old Cook County Hospital records 
revealed that this man had been hospitalized some 
years earlier for an episode of hypertensive 
encephalopathy. 

Physical examination disclosed a fairly well 
nourished, well developed negro male who com- 
plained of acute abdominal distress even while 
lying still and flat in bed. His blood pressure 
was 180/120 mm. Hg., pulse rate 120, respira- 
tory rate 30 per minute, and temperature 101° 
F, rectally. There were hypertensive findings in 
the retina and mild cardiac enlargement. The re- 
mainder of significant abnormalities were noted 
in examination of the abdomen which revealed 
boardlike rigidity, rebound tenderness over all 
quadrants, no audible bowel sounds in five min- 
utes of auscultation. Small bilateral inguinal 
hernias were easily reducible, and no organs or 
masses were palpable. 

Laboratory data were as follows: Stool benzi- 
dine ++-+-+. Urinalysis showed specific grav- 
ity 1.014 with albuminuria +, casts, and oc- 
casional white blood cells. Hematocrit was 49 
per cent. Four roentgenograms of the abdomen 
and chest revealed the presence of free air be- 
neath the diaphragm. 

Shortly after admission the patient was taken 
to the operating room where, 14 hours after on- 
set of pain, he underwent laparotomy through a 
right paramedian incision under general anes- 
thesia. A perforated ulcer was found on the an- 
terior wall of the duodenum, with minimal peri- 
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toneal soilage. The abdominal cavity was as- 
pirated carefully and, after repair of the duo- 
denum, the incision was closed in layers without 
drainage. The patient was placed on penicillin 
with continuous nasogastric suction instituted 
through a Levine tube. In addition to intra- 
venous fluids containing multivitamin supple- 
ments, the semi-sitting position was encouraged 
once vital signs became stable in an effort to 
minimize subdiaphragmatic fluid collections. 

The postoperative course was marked by copi- 
ous tracheobronchial secretions, chills, fever, and 
evidence of pneumonitis. By the third postopera- 
tive day, progress seemed satisfactory. The pa- 
tient had active bowel sounds and expelled flatus. 
The nasogastric tube was removed and a clear 
liquid diet was instituted. Roentgenograms re- 
vealed basilar atelectasis and residual free peri- 
toneal air. On the fourth postoperative day, he 
experienced two episodes of watery coffee-ground 
emesis for which the Levine tube was reinserted 
and promptly returned 3,000 cc. of brownish, 
watery fluid in the next 16 hours. On the fifth 
postoperative day he was afebrile, hungry, and 
tolerated clear liquids with the nasogastric tube 
clamped. By the ninth day he was on full Sippy 
management, ambulatory, and had no com- 
plaints. 

On the 12th postoperative day the patient 
vomited his breakfast, complained of sudden, 
severe, epigastric pain extending to the left 
shoulder. He presented the picture of an abdomi- 
nal catastrope with shock, profuse sweating, and 
boardlike abdominal rigidity. Roentgenograms 
of the abdomen disclosed free air beneath both 
diaphragms. The patient was taken to the op- 
erating room in a state of semi-shock approxi- 
mately four hours after the onset of pain. 


DISCUSSION 


Dr. Freeark: Let’s stop at this point and see 
what sort of advice we can obtain. In summary, 
we have a poor risk patient with a perforated 
peptic ulcer, handled in routine operative fash- 
ion, who experiences a second abdominal catas- 
trophe just about the time he is ready for dis- 
charge. Dr. Requarth, what went wrong and 
what should we do about it? 

Dr. William Requarth: Basically you might 
call this a typical Cook County Hospital case. 
The patient came in with a perforated peptic 
ulcer that had occurred more than 12 hours pre- 
viously. He was not in the best physical condi- 
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tion. He had hypertension and, judging from 
his postoperative course, a pre-existing chronic 
respiratory infection. The management con- 
formed strictly to established principles. Re- 
gardless of how long the perforation has existed, 
if it is still open it should be closed surgically 
unless the patient is in extremely poor condi- 
tion. In the circumstances, you might be tempted 
to rely solely on nasogastric suction, but the as- 
piration treatment of perforated peptic ulcer 
seldom is indicated. Actually, the only indica- 
tions for nonoperative treatment are a patient in 
very poor condition or when doubt exists about 
the diagnosis. X-ray study of this patient 
showed free air beneath the diaphragm. Dr. 
Roger Vaughan, night surgeon at this hospital 
for many years, used to point out that differen- 
tiating betwen free intraabdominal air and gas- 
tric air bubble is not easy. If there is an air 
pocket beneath the left hemidiaphragm, vou 
don’t know whether it is free air or a gastric air 
hubble. He used the rule that the thickness of 
the diaphragm is about 14 inch and if it appears 
more than that, it probably includes the wall of 
the stomach and represents a gastrie air bubble 
and not free air. My own feeling is that a roent- 
genogram, taken in the left lateral decubitus po- 
sition, is a better way to demonstrate air. 

This man had simple operative closure of the 
perforation. On the 12th postoperative day he 
showed evidence of recurrence of perforation. 
Simple closure of a perforated peptic ulcer can 
be done without requiring an expert abdominal 
surgeon. In most cases the mortality rate is 
around 1 or 2 per cent. This man was operated 
upon 14 hours after perforation so you would 


expect the mortality in this type of case to be 


higher. 

The question might arise whether this patient 
should have had gastrectomy at the time of his 
initial perforation. I am opposed to primary 
gastrectomy, even though here it looks as if the 
ulcer had re-perforated. To justify primary gas- 
trie resection for ruptured ulcer you must meet 
certain conditions: the patient should be under 
50 years of age and in good general health and 
he should have more than just a plain perfora- 
tion as an indication. If he has perforation with 
hemorrhage or with gastric ulcer, or re-perfora- 
tion of an ulcer, or perforation with carcinoma 

any one of those might be an indication for 


primary gastrectomy. In this case, indications 
for primary gastrectomy did not exist. 

I want to say one thing to the residents at this 
hospital. When you finish your work here at tiie 
Cook County Hospital and go out into practice, 
you will have an experience and acquaintatice 
with the acute surgical abdomen that is avail- 
able to few of your contemporaries. You must 
realize that closure of a duodenal ulcer that has 
perforated is a lifesaving procedure. Gastrectomy 
is advocated not only to close the perforation but 
as a form of definitive treatment. But before you 
decide on that procedure, think it over carefully. 
Remember that following gastrectomy three to 
five per cent of patients have recurrent ulcers 
and another 10 per cent do not do well. Many 
patients with ruptured ulcer are quite young, 
and I don’t think many gastric surgeons would 
agree that gastrectomy should be done on young 
people. If the result is not good, these patients 
have a long time to live with their bad one. Out 
in practice, it is your primary responsibility to 
save the patient’s life, and sealing the perfora- 
tion in a perforated peptic ulcer by simple op- 
erative closure accomplishes that very well. 

As to the problem presented by this patient 
on the 12th postoperative day, I would say the 
patient has re-perforated. The presence of free 
air is not significant because he had had recent 
laparotomy. He had pulmonary complications 
the first few days after surgery and did well 
until suddenly the same symptoms came back: 
pain in the abdomen extending up under the 
shoulder, boardlike rigidity of the abdomen, and 
sweating. It is not so much a question of diag- 
nosis here as whether this man needed and 
could tolerate another operation. Many times, 
where you cannot be certain of the diagnosis, you 
must make the correct decision as to whether op- 
eration should be done. I would say here the pa- 
tient needed to be re-operated. I would presume 
he had a re-perforation. 

Dr. Freeark: Assuming that we find a re- 
perforation in this 55 year old man who was in 
shock when taken to the operating room, should 
we retamponade the perforation or what? 

Dr. Requarth: My feeling would be that the 
patient should have a second closure. Although 
re-perforation is an indication for gastrectomy, I 
do not think this patient would tolerate and live 
through a major surgical procedure to cure ul- 
cer. Even if you tell me he has had a resection 
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and survived, it would not change my opinion. 
He may have survived in spite of it, but I still 
feel that primary gastrectomy should not be 
done. This perforation was first closed after a 14 
hour lapse of time with a stormy postoperative 
course and perforation recurred. I would rather 
put my reliance on second closure. 

Dr. Freeark: 1 wonder how Dr. Friedell feels 
about this management. 

Dr. Morris T. Friedell: 1 would agree with 
Dr. Requarth in general. ‘There are several 
points in this case that are important. The first 
is that the patient had a known ulcer history for 
one month, so this is not entirely an acute ulcer. 
Second, he had a history of hemorrhage a short 
time prior to perforation which adds bleeding as 
a combined factor. One of the principles of the 
surgical treatment of bleeding duodenal ulcer is 
io resect the ulcer or otherwise control the hem- 
orrhage. Here, an ulcer progressed for one 
month and was active enough to eat through the 
anterior duodenal wall. At the same time, it pro- 
duced a minor hemorrhage because there was no 
change in the hematocrit, although he was prob- 
ably in a state of hemoconcentration. That 
brings up a third point: adequate preliminary 
hydration may not have been obtained. Fourth, 
the problem of a bleeding ulcer was not con- 
sidered because anterior perforation almost 
never causes bleeding. Major hemorrhage asso- 
ciated with anterior duodenal perforation is not 
common but the possibility of an associated or 
second ulcer that is causing bleeding must be 
eliminated. That was not assumed in this case. 

When a duodenal ulcer is to be closed, or when 
undertaking resection, there is the matter of 
curing the patient and also confirming the im- 
pression that that ulcer alone is the one causing 
the bleeding. In this case, perhaps the duodenum 
should have been opened and examined, as we do 
generally for bleeding ulcer. This means that 
you are almost committed to do a more definitive 
ivpe of operation than simple closure when there 
is hemorrhage associated with a perforated duo- 
denal ulcer. This would mean gastric resection, 
pyloroplasty with vagotomy, or suture of the ul- 
cer after duodenostomy. 

In this case, in addition to the classical find- 
ings of a perforated duodenal ulcer, there is 
bleeding and a history of a semi-chronic condi- 
tion. We have no right to assume that the symp- 
tors that persisted for a month prior to opera- 
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tion were due to the ulcer that perforated. He 
could have had one ulcer which bled and _per- 
forated, or he could have had two ulcers. 

I might point out that, in spite of adequate 
suturing, this patient continued to show evidence 
of hemorrhage from the upper gastrointestinal 
tract as evidenced by coffee-ground emesis on 
two occasions postoperatively. 

Dr. Freeark: There was an element of obstrue- 
tion and hemorrhage in his immediate postop- 
erative state. After one week it was felt that ob- 
struction had been relieved and there was no 
further evidence of bleeding. May I ask if the 
discussants are in agreement with the routine 
type of closure we are using? Generally three 
silk sutures are passed through the anterior duo- 
denal wall on one side of the ulcer and out the 
opposite side. They are then tied over a patch of 
omentum. Is this your practice and do you use 
a free omental graft? 

Dr. Requarth: T use the same procedure. After 
all, I was trained here. 

Dr. Friedell: IT would prefer a pedicle or at- 
tached omental graft. 

Dr. Freeark: Do both of you use silk in the 
closure? (Yes) What about vagotomy at the 
time of re-perforation if the patient cannot tol- 
erate more than that? 

Dr. Requarth: My feeling is not changed. I 
think the second operation should be simple. I 
would not want to dig up under the diaphragm 
in a patient so dangerously ill. 

Dr. Freeark: We undertook gastric resection 
in this patient with an acute re-perforation. I 
was present at the time of surgery. Whether the 
omental graft had been displaced or whether 
continued erosion of the duodenal wall had oc- 
curred we do not know, but the perforation was 
in the area of the former sutures. The hole was 
much larger now and you could look directly 
through to the posterior duodenal wall. The 
structures in the area of the pylorus could not 
be identified, so the exact location pre- or post- 
pyloric was difficult to establish. The patient 
had approximately 3,000 cc. of “dishwater” fluid 
in the abdomen about four hours after his per- 
foration. His blood pressure was maintained dur- 
ing the early part of the operation by means of 
Levophed®, and he was subjected to an operative 
procedure that lasted three hours. He had a sub- 
total gastric resection of 80 per cent of his 
stomach. The marked inflammatory reaction in 
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ihe region of the pylorus necessitated insertion 
of a catheter into the duodenum. This was led 
out through a separate incision in the abdominal 
wall. The abdomen was carefully irrigated and 
lavaged with warm saline solution to minimize 
the chemical irritation. There was no evidence 
of abscess in the abdomen nor of posterior ulcer, 
although, that was difficult to exclude entirely 
because of the status of the entire duodenum. 
The patient’s postoperative course was stormy. 
Blood pressure and pulse rate, however, returned 
to normal levels shortly after the procedure was 
completed and Levophed could be discontinued. 
It appeared that removal of the gross peritoneal 
contamination did a great deal to restore his cir- 
culatory efficiency, but he continued to have 
trouble of a pulmonary nature. The duodenal 
catheter was the source of excessive loss of fluids 


which could not be measured because much came 
out. through and around the tube. By dint of 
much effort, the electrolytes were kept in balance. 
There was digestion of the skin of the abdominal 
wall around the site of the duodenal catheter ex- 
it. However, after about five days, satisfactory 
progress was apparent. The patient was afebrile, 


he could take nourishment by mouth, and 
seemed to be doing well generally, with the ex- 
ception of electrolyte loss. There was no evidence 
of afferent loop obstruction as bile was obtained 
from the stomach pouch through a Levine tube. 
We felt the excessive drainage from the catheter 
duodenostomy was related to the use of suction 
apparatus. The catheter was removed on the 
eighth postoperative day. The patient continued 
to discharge considerable fluid from the fistulous 
tract that had resulted, but in general his course 
was one of slow but definite improvement. How- 
ever, on about the 16th postoperative day, fol- 
lowing a liquid breakfast, the patient experi- 
enced sudden agonizing abdominal pain that 
rapidly became generalized. He went into pro- 
found shock and did not survive any further at- 
tempt to control his ulcer diathesis. 

Dr. Friedell: We are dealing here with a com- 
plicated ulcer. It must be a severe disease that 
eats a hole in the duodenal wall before the in- 
dividual knows he has ulcer. What happens after 
closure of such an ulcer? Ten years ago it was 
felt that cure was obtained by simple closure, 
but when we reviewed our cases we found that 
40 per cent were back in the operating rooms 
by the end of five years, and at least 70 per cent 
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had more trouble; 2 per cent re-perforated every 
year, and one to two per cent bled. Obstruction 
and intractability, which are additional indica- 
tions for surgery, begin to develop as the condi- 
tion goes along. This is not only an acute diathe- 
sis but also is the beginning of later difficulty. 
My feeling now is that in these patients with 
previous perforations, a high resection is advis- 
able or vagotomy plus some drainage operation. 

This man could not be protected against re- 
currence because he had a progressive ulcer di- 
uthesis. It was sutured once but it ate all around 
that suturing. When the surgeons got to it 12 
days later, the ulcer was huge and they under- 
took definitive surgery. I will not say that they 
should not have done resection at that time be- 
cause I think it should have been done if it was 
technically feasible. We must not confuse what 
the surgeon can do with what should be done 
if it can be accomplished. The duodenum could 
not be closed, so a catheter was sutured into the 
lumen which often is a satisfactory out. I don’t 
know that they did as high a resection as they 
would have liked to if the patient had been in 
good shape. 

We are told that this man was taken to the 
operating room in shock. The fact that he had a 
hole in his duodenal wall does not mean that we 
have to rush him to the operating room and put 
stitches in it right away. We must follow the 
fundamental principles of the management of 
shock. To take a patient to surgery in shock be- 
cause he has a perforated ulcer is not always the 
hest procedure. His electrolytes and plasma vol- 
ume must be restored. Don’t forget that people 
do recover from perforation by conservative 
management. If you cannot get the patient in 
some shape for operation, you should not do the 
operation. This patient came up in a precarious 
condition. We realize we are dealing here with a 
complicated problem, but certain things must be 
done: The control of shock and the maintenance 
of nutrition and electrolytes must go on whether 
you operate or not. 

At surgery, in this case, not all of the acid 
secreting part of his stomach was removed s0 
there is no reason why this man could not devel- 
op a new ulcer at the gastrojejunal stoma and 
there is no reason why he could not perforate 
again, which he probably did. 

There may be other things to do in such a case 
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before subjecting the patient to prolonged and 
complicated surgery. A tube jejunostomy, for 
instance. That is an old stand-by when perfora- 
tions of the duodenum cannot be closed well. 
Omentum is put in the hole, and a tube is put 
into the jejunum to tide the patient over the 
acute phase. If jejunostomy had been done 
here, all the duodenal juices could have been fed 
hack into the jejunum, and that might be better 
than trying to keep the electrolytes in balance 
solely by parenteral fluids. 

We should not feel entirely bad about the re- 
sults in this case because we have a 10 per cent 
mortality from perforated duodenal ulcer and a 
15 per cent mortality rate from bleeding ulcer in 
this age group, and these two mortality rates do 
not help each other. 

Dr. Requarth: Dr. Friedell has made some ex- 
cellent suggestions. I was interested to hear him 
say he would have been in favor of gastrectomy. 
Qne cannot make a decision on that standing 
here. It is a matter of judgment. When you are 
in doubt it is always better judgment to pull 
back and do the least than can be done and still 
give the patient a chance at survival. Gastrec- 
{omy usually is a difficult procedure. I can 
visualize the situation here with exudate from 
ihe previous operation and the patient in poor 
condition. The decision must have heen difficult. 
Catheter duodenostomy frequently is done in 
situations such as this when gastric resection is 
undertaken. A urethral catheter is sewed into 
the duodenal stump as a safety valve to protect 
an insecure closure. Failure of the duodenum to 
heal is a lethal complication. 

Remember that your primary duty is to save 
the patient’s life. Simple closure of a perforation 
does not require an experienced abdominal sur- 
geon or a great number of facilities, and it usu- 
ally suffices. 

Dr. Freeark: What causes shock in perforated 
peptic ulcer? It developed suddenly in this pa- 
tient and corrected itself with the addition of 
blood transfusions by the end of the operative 
procedure. Can we make a point of getting the 
chemical irritants out as soon as possible? 

Dr. Friedell: We always hear someone say: 
“As soon as I got the abdomen opened and 
sucked out all the stuff the patient’s blood pres- 
sure came up to normal.” I don’t believe we 
should confuse prostration with shock. It is true, 
a patient with perforation will have prostration. 
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The blood pressure may fall temporarily but that 
condition does not last long. If the peritoneal 
fluid becomes infected, the blood pressure will go 
down again but that is due to a different phe- 
nomenon: septicemia or hypovolemia, with rapid 
outpouring of fluid into the peritoneal cavity 
and inability to replace it. The surgeons in Los 
Angeles have adopted a policy of giving these 
people large amounts of plasma. I think the 
point they make is good that unless they can get 
the blood pressure up before operation, they are 
quite likely to fail during surgery. We have re- 
valuated our statistics on how well we do with 
these people who are in shock when we operated, 
and we found we have done badly. I think shock 
usually is due to diminution of blood volume 
rather than infection. 

Dr. Harold B. Haley (Associate Attending 
Surgeon, Cook County Hospital) : This is a pa- 
tient who has had three episodes of ulcers in a 
six weeks period. I must be currently fashionable 
and ask if he had a pancreatic tumor. 

Dr. Freeark: That is a good question and a 
report of the postmortem findings will be given 
shortly. There also has been a question about the 
albuminuria of 1+, possible hypoproteinemia, 
and delayed healing on that basis. Serum pro- 
tein studies were done during the initial postop- 
erative course and they were somewhat reduced 
in content. I am not sure that these measure- 
ments are significant because the volume of the 
vascular compartment was quite variable. Hypo- 
proteinemia was a great problem after gastric re- 
section and the patient’s total proteins dropped 
below 5 gm., in spite of considerable quantities 
of blood and plasma. 

Question: Do you usually biopsy these ulcer 
beds before they are closed ? 

Dr. Friedell: I try to find the pylorus and de- 
cide whether it is a gastric or a duodenal ulcer. 
T am not always successful and if I am not sure 
where the pylorus is, I will biopsy the ulcer. I 
think all perforated gastric ulcers should be bi- 
opsied. 

Dr. Samuel Hyman (attending staff, Depart- 
ment of Medicine) : Dr. Friedell brought up the 
problem of bleeding. I do not think we have paid 
enough attention to the associated finding of 
bleeding with perforation. It is a common belief 
that a perforated ulcer does not bleed, but that is 
not so. Not only may the anterior perforation 
cause some bleeding, but other ulcers may be 
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present. An additional consideration here is 
whether the patient may have had another un- 
derlying problem to account for some of his 
trouble. He is known to have had hypertension. 
Did he also have uremia associated with perfora- 
tion? If he did, that may account for some of 
the gastrointestinal bleeding. He may have had 
a collagen disease, such as periarteritis nodosa 
or similar vasculitis, to account for the acute ul- 
cer. We should think about those things lest the 
pathologist. surprise us. 

Dr. Freeark: There was at times elevation of 
the NPN in association with the electrolyte dis- 
turbance. He concentrated his urine to 1.018, 
and 1+ was the highest report of albuminuria. 
Dr. Requarth, do perforated ulcers bleed fre- 
quently or not at all? 

Dr. Requarth: They do not bleed frequently. 
That is because most perforations are anterior. 
Perforations posterior into the pancreas are 
manifested by hemorrhage. From my own ex- 
perience it is not a common finding. This patient 
bled but the amount was not great. 

Dr. Louis River (Surgical Attending Staff, 
Cook County Hospital): This has been a very 
informative conference on an extremely interest- 
ing case. This man had not only duodenal ulcers 
but severe nutritional deficits, cardiorespiratory 
disease, and limited renal reserve. The case rep- 
resents a good day to day analysis of the problem 
of handling such a patient, but I think the out- 
come was evident from the first. If he had had a 
resection at the time of the original perforation, 
he would have blown out his duodenal stump. 

In closing perforations I have used tags of 
omentum to cover the defect, but occasionally 
there is no tag available and then IT have used 
ihe upper end of the falciform ligament. As for 


closing the hole, many of them are deep and 
there are recent adhesions around. We can locate 
the hole and see it but to get a good “bite” of the 
duodenal wall is difficult. In such a case if you 
take a 00 catgut on a good sized needle and pass 
it first through the perforation and out the distal 
margin of the hole, then re-thread the needle 
and pass it back into the hole and out the proxi- 
mal wall, leakage can be controlled with one 
stitch. 

| would like to say something about the use 
of a catheter for duodenal stump drainage. | 
have used a small Pezzar catheter fastened in 
with loose purse string sutures and hooked up to 
a 250 ce. plastic bag taped on the anterior chest 
wall. The loss into that bottle will run about 
2,000 ce. in a week, whereas the loss drained by 
catheter attached to suction apparatus will run 
as high as 4,000 and 5,000 ce. a day. 

Dr, Freeark: Autopsy of this patient revealed 
ihe following: Old posterior myocardial infare- 
tion: extensive bronchopneumonia, chiefly in the 
left upper lobe and right base; nephrosclerosis ; 
small subdiaphragmatic abscess. There was a 
perforation of an anterior marginal ulcer in the 
region of the anastomosis. Considerable redness 
and injection of the jejunal mucosa in this area 
suggested ulceration rather than a dehiscence of 
the suture line in that area. There was no tumor 
in the pancreas. 

I want to thank Dr. Requarth and Dr. Frie- 
dell for their excellent discussions. It is hearten- 
ing to hear that people like Dr. Requarth, who 
trained in this institution, are still for the most 
part adhering to the practices that he and oth- 
ers before and after him have helped to establish 
and perfect. We are indebted to you both for a 
lucid discussion. 
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Radioactive iodine in goiter 


The administration of radioactive iodine 
[I'1] is an effective form of definitive treatment 
for toxic diffuse or exophthalmic goiter and is 
the treatment of choice in most instances. In 
toxie nodular goiter, surgery is much more satis- 
factory, and is preferable in all except the few 
patients in which the surgical risk is prohibitive. 

Radioactive iodine given in exophthalmic goi- 
ter will destroy the gland as certainly and as 
completely as operation. This being the situa- 
tion, it would seem foolish to subject a patient 
to surgery if a drink of water containing I** 
will do the same thing. 

The objections to I’*! treatment, for all prac- 
tical purposes, are two: (1) the radiation in- 
volved might affect the genes; (2) it might in- 
duce cancer of the thyroid later in life. The first 
objection has little merit. The amount of radia- 
tion to the gonads is, at most, a half-dozen roent- 
gens — about the same amount involved in a 
series of roentgenograms of the spine and pelvis. 
The carcinogenic danger, although hypothetical 
missed entirely. There is fairly good evidence to 
indicate that radiation to the neck in infancy 
tends to cause malignancy of the thyroid. There 
is no such evidence in adults, however, and the 
danger must be small since up to the present mo- 
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ment, I**! therapy has not produced cancer of 
the thyroid. Indeed, it would be reasonable to as- 
sume that the incidence, if any, will be less than 
the surgical mortality. 

Since the choice of age 40 as the dividing line 
between treatment by surgery and by I'* is not 
based on factual evidence, many physicians feel 
justified in treating patients with I’*' down to 
age 20, few in the teen ages, and none in chil- 
dren. The use of I*** is contraindicated in chil- 
dren and in pregnancy. All other contraindica- 
tions are relative and hypothetical. Therapy with 
this substance has a disagreeable tendency to 
lead to hypothyroidism, both early and late, but 
there is little likelihood of recurrence of the dis- 
ease. The reverse is true of surgery. 

Occasionally, an elderly patient with a toxic 
nodular goiter is so ill or has such serious con- 
comitant disease, that operation carries an un- 
usually high risk. Such a patient can be treated 
with I**!, provided the gland will accumulate it 
in sufficient quantities. Occasionally it will not. 
This situation usually follows prolonged admin- 
istration of Lugol’s solution. The nodular goiter, 
saturated with iodine, does not eliminate iodine 
as does a diffusely hyperplastic gland. Thus, if 
treatment with I*** ever is contemplated in a pa- 
tient with toxic nodular goiter, do not give him 
iodine at any time. 

Thyroid stimulating hormone (TSH) is of 
considerable help in treating this type of patient. 
When uptake is low, TSH may raise it to a level 
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permitting I’*' therapy, or may greatly enhance 
its effectiveness. It has made many patients 
amenable to treatment that heretofore were not. 
Large and repeated doses are needed to treat 
toxic nodular goiter, complete cure is difficult to 
obtain, and hypothyroidism is uncommon. 
Lindon Seed, M.D. 


« > 
A service of the heart 


We live in a world of change which sees old 
ideas, old certainties, and old ways of life chal- 
lenged by the upsurge of new concepts and new 
discoveries. It is in this world that the individual 
physician and our medical societies can play an 
increasingly important role. The plan recently 
approved by the Illinois State Medical Society 
to provide the aged with medical care at a cost 
they can afford is a service of the heart. 

It proves again, if proof be needed, that med- 
icine is a ministerial profession, wherein the de- 
sire to be helpful is basic. Every good physician 
lives by this rule. He is intuitively sensitive to 
his patient’s emotional as well as to his bodily 
needs. The good physician is an honest man, who 
thinks clearly, who possesses stability, and who 
can give to the aged under his care not only the 
needed medication but above all sympathy, 
courage, and confidence. He knows that illness 
and fear go hand in hand and his gentleness, 
tact, truthfulness, strength, and warmth help 
relieve fear which often is harder to endure than 
pain. 

No one is better equipped to care for the 14 
to 15 million of our elderly citizens than the 
family doctor. He is the best geriatrician, for he 
does not have too much zeal for the new nor con- 
tempt for what is old. Notable discoveries and 
public acclaim are not likely to be his lot, but 
the immense satisfaction he so often experiences 
when he views the face of a grateful patient can- 
not be measured in a test tube. It far outweighs 
all monetary compensations. For what greater 
compensation can a person expect than the satis- 
faction of knowing that you are helping those 
who cannot help themselves and who need you 
and depend on you in their tribulations. 

This is what makes the practice of medicine 
a noble profession that satisfies the soul with the 
knowledge that we are here to add what we can 
and not to get what we can from life. For ours 
is a service not only of the mind, not only of 
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medical know-how, but above all a service of the 


heart. 
Samuel J. Zakon, M.D. 


«< > 
Cutting medical costs 


The high cost of medical care remains a sub- 
ject of lively interest. The profession’s PR staffs 
attempt to justify mounting costs by pointing 
out that in our inflationary era medical costs 
have not risen as high proportionately as other 
services and products. They also point out that 
while our modern remedies are costly, they have 
a more specific action and reduce the period of 
hospitalization and disability. This argument 
falls on deaf ears when insurance pays the bills 
and the pay check continues despite disability 
and illness. In fact, some persons now make 
more money when sick than when well, and in 
this respect there is no monetary advantage to 
getting well faster. 

Be that as it may, the cost of medical care can 
be reduced even though the physician’s fees re- 
main stationary. This project should be given top 
priority, because it represents one of the most 
common complaints against our profession. If 
we don’t do something about it, our government 
may take the initiative. 

Every physician can think up ten ways to 
bring down expenses. For example, many ill- 
nesses can be treated as easily and as well at 
home as in the hospital. House calls are not pop- 
ular today, but consider how efficacious our mod- 
ern remedies are with the patient in bed at home. 
The medico objects to the time spent traveling 
back and forth whereas the patient takes the 
attitude, “Why stay at home when I have hospi- 
tal insurance to pay the bills.” The subscriber 
is shortsighted, not realizing that he and his fel- 
low members are paying the premiums. These 
are the same people who complain of the high 
cost of medical care. 

Minor surgery is another illustration. It is 
an expensive procedure because the operating 
room costs the same per half hour whether a 
mole or the gall bladder is removed. Two or three 
nurses stand by, and the equipment such as the 
sterilized operative kit and the anesthetic tray 
are available. 

A surgeon was asked about this situation and 
his answer was the well known refrain, “There's 
no need to worry. Blue Cross will pay the bill.” 
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But again, who pays Blue Cross? ‘Twenty years 
ago minor surgery was considered an office pro- 
cedure. This is not a plea to go back to the old 
days but it is a plea to meet new problems with 
new methods. The least we could do is equip a 
special hospital room for minor and less expen- 
sive surgery. 

The patient in the hospital for observation or 
for an executive examination gets the same ex- 
pensive care as the person with pneumonia or 
renal colic. Money could be saved by offering 
other types of accommodation to patients who 
do not need the full facilities of the hospital. 
This is known as progressive care and represents 
a step in the direction of the more economical 
use of hospital resources. The system includes 
five different phases of care: Intensive care for 
the acutely ill, intermediate care for the average 
patient, self-care, long term care, and home care. 

Let’s pause in our research, evaluate our gains, 
and streamline the practice of medicine. Other 
fields of endeavor are doing big things along this 
line. Why should the medical profession become 
obsolescent ? We should make as much progress 
in our economic laboratories as we have in our 
medical laboratories, 

< > 


Dr. Joseph T. O'Neill 
installed ISMS president 


Dr. Joseph T. O’Neill, pediatrician of Ottawa, 
Ill., is the new president of the Illinois State 
Medical Society. Dr. O’ Neill was installed at the 
closing session of the last annual meeting, suc- 
ceeding Dr. Raleigh C. Oldfield of Oak Park. 

Long an ardent worker in the Council and 
committees of the ISMS and always displaying 
a keen interest in the economic side of medicine, 
Dr. O’Neill is well qualified to assume the leader- 
ship of the Society. He has served on the Council 
since 1948, being its chairman in 1955 and 1956. 
He was one of the original members of the Com- 
mittee on Maternal Welfare when it was formed 
25 years ago. 

lr. O'Neill began the practice of medicine in 
1916 but because of his interest in children, he 
took postgraduate courses in pediatrics in Ku- 
rope, and in 1927 began the practice of that 
specialty in Ottawa. He has been in that field 
there ever since. 
faving approached his specialty through gen- 
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eral practice, Dr. O’Neill knows the problems of 
the GP as well as those of specialists. 
< > 


Dr. H. Close Hesseltine 
chosen president-elect 


Dr. H. Close Hesseltine, Mary Campau Ryer- 
son professor of obstetrics and gynecology at the 
University of Chicago School of Medicine, has 
been chosen president-elect of the Illinois State 
Medical Society. 

Dr. Hesseltine was born in Wayne County, 
Towa, in 1901, and is a graduate of the Univer- 
sity of Iowa College of Medicine, class of 1925. 
He served his internship and his residency in 
obstetrics and gynecology at the University Hos- 
pital, Iowa City. 

He taught at the State University of Lowa be- 
fore coming to the University of Chicago in 
1931. He also is attending obstetrician and gyne- 
cologist at the Chicago Lying-In Hospital. 

Dr. Hesseltine is a researcher in puerperal 
fever and other genital tract infections besides 
being a clinician and teacher. He has contributed 
numerous articles to national medical journals. 

He has been active in the Chicago Medical 
Society and the ISMS for many years, and is a 
past chairman of the ISMS Council. He also 
is a trustee of the Illinois Medical Service, a 
member of numerous specialty organizations, 
vice chairman of the AMA Section on Obstetrics 
and Gynecology, and a representative of the 
AMA to the Joint Committee of the AMA-AHA 
Medicolegal Education Committee. 


< > 


Illinois State Medical 
Society elects officers 


The Illinois State Medical Society at the 119th 
annual meeting elected the following officers: 

President-elect—Dr. H. Close Hesseltine, Chi- 
cago; first vice president, Dr. Lee N. Hamm, 
Lincoln; second vice president, Dr. Allison L. 
Burdick, Chicago; secretary-treasurer, Dr. Har- 
old M. Camp, Monmouth. 

Chairman of Council—Dr. Burtis E. Mont- 
gomery, Harrisburg; members of Council, Drs. 
Carl E. Clark, Sycamore; Ralph N. Redmond, 
Sterling; Bernard J. Klein, Joliet; William FE. 
Adams, Caesar Portes, and Edward A. Piszezek. 
Chicago. 


Delegates to the AMA—Drs. Arthur F. Good- 
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year, Decatur; Harlan English, Danville; Joseph 
T. O'Neill, Ottawa; H. Kenneth Scatliff, Walter 
C. Bornemeier, Leo P. A. Sweeney, and Frank 
H. Fowler, Chicago. 

Alternate delegates to AMA—Drs. Edward 
Cannady, East St. Louis; Jacob E. Reisch, 
Springfield; Norman lL. Sheehe, Rockford; 
Eugene 'T. McEnery, George C. Turner, Allison 
].. Burdick, and Edward A. Piszezek, Chicago. 

The following committee elections also took 
place: 

Medico-Legal—Drs. Ralph McReynolds, Quin- 
ey: Edward C. Helfers, Chicago. 

Medical Education and Hospitals—Drs. Ken- 
neth C. Johnson (chairman) and George F. 
0’Brien, Chicago; Ward Eastman, Peoria. 

Medical Benevolence—Dr. Irving H. Neece, 
Decatur. 

Medical 'Testimony—Drs. Maurice D. Murfin, 
Decatur; John H. Gilmore, Chicago. 

Prepayment Plans and Organization—Drs. 
Harry Mantz, Alton; Maurice M. Hoeltgen and 
hk. Lee Strohl, Chicago. 

Grievance—Drs. Harry Mantz, Alton; James 
KE. Wheeler, Belleville. 


< 


Dr. Louis M. Orr 
new president of AMA 


Dr. Louis McDonald Orr, 59, Orlando ( Fla.) 
urologist, was inaugurated as the 113th presi- 
dent of the AMA, succeeding Dr. Gunnar Gun- 
dersen of LaCrosse, Wis. 

Dr. Orr had a long and distinguished career 
with the AMA before he was elected president. 
He served as vice speaker of the House of Dele- 
gates, chairman of the Federal Medical Services 
Committee, ex-officio member of the Council on 
Constitution and By-Laws, and a member of the 
Council on Medical Service. 

Dr. Orr was graduated from Emory Univer- 
sity Medical School in 1924. He served as a 
resident in urology and general surgery in the 
old Lakeside Hospital, Cleveland, and opened 
his practice in Orlando in February 1927. 

He has made more than 50 contributions to 
the scientific literature, and was president of 
the southeastern section of the American Urologi- 
cal Association in 1943. He is a founding mem- 
ber of the American Board of Urology. 
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1959 annual meeting 
of ISMS a success 


The 1959 annual meeting of the Illinois State 
Medical Society was a successful one. It drew 
a physician attendance of 1,833, or only 11 
under that of 1958. The total registration, in- 
cluding exhibitors, Auxiliary, guests, medical 
students, and interns, was 2,976, as against 3,117 
in the preceding year. 

Actions of the House of Delegates will be re- 
ported in detail in a later supplement to the 
Illinois Medical Journal. Among the steps taken 
was an increase of $10 in the annual dues to 
$50, which will be divided as follows: $20 to the 
American Medical Education Foundation, $2 to 
the Benevolence Fund, and $28 for general Soci- 
ety purposes. The increase will go into effect 
in 1960, 

< > 


Scientific exhibit award 
winners at annual meeting 


The winners of scientific exhibit awards at the 
annual meeting were: 

For original work—gold medal, “Cervical 
Epithelial Dysplasia — Experimentally Pro- 
duced,” Harold A. Kaminetzky, Elizabeth A. 
McGrew, Richard Phillips, Otto Saphir, and 
Michael Leventhal of the University of Illinois 
and Michael Reese Hospital ; silver medal, “Open 
Healing of Tuberculous Cavities,’ J. Robert 
Thompson of the Municipal Tuberculosis Sani- 
torium; bronze medal, “The Adrenal Cortex in 
Health and Disease,’ Hans Elias and John EF. 
Pauly, Chicago Medical School. 

For educational value—gold medal, “Roentgen 
and Hematological Manifestations of the Con- 
genital Hemolytic Anemias,”’ John J. Litschgi 
of the Cook County Hospital, Hektoen Institute 
for Medical Research; silver medal, “Broncho- 
graphy,” Hiram Langston, Anton Pantone, 
Myron Melamed, and Noble Correll of the Chi- 
cago State Tuberculosis Sanitarium ; bronze med- 
als (2), “Buccal and Enteric Coated Trypsin— 
A Review of 150 Cases,” John M. Coleman and 
Arkell M. Vaughn of the Cook County Hospital, 
Mercy Hospital-Loyola Clinic, and Vaughn Med- 
ical Group; “ ‘Old Doe, First Auto Test Driver,” 
Harold M. Camp and Theodore R. Van Dellen 
of the Illinois Medical Journal. 





Askey AMA president-elect; 
Percy Hopkins a trustee 


Dr. E. Vincent Askey of Los Angeles, speaker 
of the AMA House of Delegates since 1955, was 
named president-elect at the recent AMA annual 
meeting in Atlantic City. Dr. Askey will succeed 
Dr. Louis M. Orr of Orlando, Fla., who was in- 
stalled as the 113th president of the AMA, 

Dr. Perey kK. Hopkins of Chicago, past presi- 
dent of the Illinois State Medical Society and 
chairman of the Committee on Medical Service 
and Public Relations, was elected a trustee to 
fill the four year unexpired term of the late Dr. 
Warren W. Furey of Chicago. Dr. Hopkins is 
president of the Illinois Medical Service (Blue 
Shield in I]linois.) 

Others elected were: Dr. James S. Kenney of 
New York, vice president; Dr. Norman A, 
Welch of Boston, speaker of the House of Dele- 
gates; Dr. Milford O. Rouse of Dallas, vice 
speaker. 

< > 


New Medicare ruling 
on malignancies 

Malignancies, either suspected or proved, 
which require urgent attention and where sur- 
gery cannot be planned for may now be eligible 
to receive care from civilian physicians under 
the Medicare Program, according to a directive 
dated June 1, 1959. 

The interpretation of restrictions put into ef- 
fect last October requiring that such cases be 
treated in military hospitals and by military 
personnel is being modified when, in the opinion 
of the physician, postponement is not advisable. 

Such cases will be considered payable at gov- 
ernment expense if they meet the criteria that, 
in the opinion of the physician-in-charge, treat- 
ment is urgently required and must be _per- 
formed in a hospital without delay; and that 
such care should not be considered plannable. 
The dependent must be eligible for care and have 
a Medicare permit if necessary. 

The government will he responsible only if 
the physician certifies that hospital care is 
urgently required for the patient’s welfare. Such 
qualifications of urgency cannot be based, for 
payment at government expense, on mental an- 
guish, emotional attitudes, or socio-economic fac- 
tors involving the patient and/or sponsor, but 


40 


will be based solely on the medical requirement 
for immediate hospitalization. 

Biopsies, either positive or negative, per- 
formed on dependents eligible for care of sus- 
pected or proved malignancies are payable, pro- 
vided the physician in charge indicates the need 
for hospitalization and states the biopsy is re- 
quired to manage properly the suspected or 
proved malignancy. However, biopsies are not 
authorized for payment when performed on an 
outpatient basis. 

In cases where X-ray therapy is prescribed, 
rather than surgery, including radium or radio- 
isotope therapy, the patient need not be hospital- 
ized during the entire length of treatment in 
order to qualify for Medicare benefits. However, 
it is necessary that such urgently required treat- 
ments either be prescribed or begun during the 
initial authorized period of hospitalization, but 
ihe patient will continue to be entitled to benefit 
under the Medicare program during his subse- 
quent and continuing treatment on an outpatient 
basis. 

The new ruling does not authorize care for 
warts, nevi, moles, hemangiomata, tealangiectatic 
lesions, keloids, verrucae, condylomata, mollu- 
scum, scars, or other similar conditions where 
the treatment is primarily for cosmetic reasons. 
To be authorized for payment, the claim must be 
supported by clinical evidence that would indi- 
cate prompt hospitalization for an _ existent 
malignancy. 

< > 


Editorials from other journals 


Euphemisms in advertising copy 

The mailman, the other day, brought in an 
advertisement for a new drug to be used for con- 
stipation. The copywriter—apparently anxious 


{o avoid that ugly word—referred to it as “fecal 
frustration.” 

Thus, there has been opened up a new field of 
semantic ingenuity. Instead of treating baldness, 
why not treat smoothness of the scalp? One 
might advertise a new astringent for diarrhea 
by saying: “If it never rains but it pours, use 
sweet tincture of chalk.” The makers of anti- 
hemorrhoidal ointments could advertise: “For 
the bright spot of the day, use Pilosoothe.” 

We leave it to our readers to find a euphe- 
mism for impotence. Editorial. J. M. Soc., New 
Jersey, Apr. 1959. 
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‘Insurance carriers may 
kill private medicine’ 


Government medicine may come to the United 
States not through “the sinister work of politi- 
cians” but from a source “few doctors would 
suspect”: the health insurance industry. Within 
a few years, insurance underwriters may lead a 
national move away “from the private-enterprise 
solo practitioner to the full-time paid medical 
expert” who works for “a governmental depart- 
ment.” That’s the prediction of Dr. Vernon R. 
DeYoung Jr., writing in The Progessive. 

And why might insurance companies “insist 
that the medical profession become governmen- 
ialized” ? They may feel forced to do so to com- 
bat the high costs and varying quality of individ- 
ualized medicine. As businessmen, they’re out to 
bring “actuarial soundness” to the health insur- 
ance industry, says DeYoung. 

Right here today’s private practitioners of med- 
icine can take a lesson from the fate of the indi- 
vidual fire fighters of a century ago, he argues. 
The volunteer firemen “worked free lance and 
responded to as many fires as they could.” But 
the great Chicago Fire of 1871 bankrupted more 
than a hundred insurance companies. Then “the 
National Board of Fire Underwriters . . . real- 
ized that the insurance companies could no longer 
remain solvent” when dependent upon free lance 
firemen. 

The big change came fast, as Dr. DeYoung 
thinks it might in medicine. By 1876, “as the re- 
sult of pressure from the insurance companies,” 
“75 American communities had “full-time fire 
departments with an adequate standard of equip- 
ment,” 

Private physicians—today’s free lance “sick- 
ness fighters”—soon “may feel the same kind of 
pressure [for government reorganization of med- 
icine] from... the health insurance industry,” 
Dr. DeYoung suggests. 

But private practitioners can divert the pres- 
sure into directions more to their liking, he adds. 
They can “show .. . a social maturity that would 
give the public a feeling that doctors should have 
a leading role” in controlling the pattern of med- 


icine tomorrow. 

lr, DeYoung urges that a first step is to start 
living up to some of the profession’s “excellent 
slogans.” His examples of slogans that he thinks 
jus: don’t fit the facts: 
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1. “High quality of medical care.” Comments 
Dr. DeYoung: “A North Carolina study .. . 
revealed that there were tremendous variations 
in the quality of medical care, with more than 
44 per cent [of general practitioners] doing 
‘poor’ work.” 

2. “Free choice of physician.” This may be 
one of medicine’s favorite “battle cries,” yet it’s 
not one of the most accurate, Dr. DeYoung says. 
For example, “in . . . Chicago . . . about a mil- 
lion people a year have to get their medical serv- 
ices at Cook County Hospital. There is no choice 
of physician there. It is charity service, and 
physicians . . . seem not to realize that in a de- 
mocracy all persons should have the choice of 
their physicians, not just the paying patients.” 

3. “Greater distribution of medical services.” 
Doctors “glory in the fact that 72 per cent of 
the population is now covered by ‘some form of 
health insurance,’ and predict that this propor- 
tion can be raised to 80 per cent. But in a democ- 
racy you can’t ignore 20 per cent of the popula- 
tion, and ‘some form of health insurance’ may 
not be at all adequate.” 

Unless physicians find ways to back up their 
own slogans, society will do it for them, says 
Dr. DeYoung. Then the medical profession “will 
have to follow the lead of the people through 
their government or their insurance companies.” 
Copyrighted, 1959, by Medical Economics, 
Pradell, N. J. Reprinted by permission. 
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Tetanus immunization 


One of the great satisfactions in the science of 
medicine is the development of agents that will 
eliminate or control a disease entity. Yet too 
many persons delay availing themselves of the 
use of an agent that has proved effective. 

Public health reports in California show that 
the incidence of poliomyelitis in the opening 
months of 1959 is running about double the 
number of cases recorded in the same 1958 pe- 
riod. A portion of the same report shows that 
some 70 per cent of the current victims have 
not had the Salk vaccine shots, which provide a 
high degree of immunity from the paralyzing 
forms of the disease. 

Here is an agent that has had widespread pub- 
licity, professional promotion, public appeals, 
public fund-raising, and all the modern gim- 
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micks Madison Avenue can supply. Yet a large 
number of people forego its use. 

While Salk vaccine has had the advantage of 
modern advertising and publicity techniques, an 
even more effective immunizing agent rests in 
our hands, in the form of tetanus toxoid. Its 
use has been well established, its record of effec- 
tiveness in preventing tetanus has been proved 
beyond question, and its availability accepted 
a priori. 

Elsewhere in this issue appear two articles on 
tetanus, one of them by a public health official 
describing 232 cases recorded in a six-year pe- 
riod. The statistics in this paper point to some 
important conclusions. Tetanus is no respecter 
of area, of age, or of the site where infection 
occurs. Tetanus caused death in 47 per cent of 
all cases listed for this six-year period. Thirty 
of California’s 58 counties reported tetanus cases 
in the period reviewed and these covered metro- 
politan and rural areas, mountainous and valley 
districts, northern and southern counties. 

As to causative factors, the list shows a wide 
variety, including punctures, lacerations, abra- 
sions, crushed digits, ulcers, burns, infections, 
surgical complications, compound fractures, gan- 
grene, bullet or knife wounds, and even abortions. 

ven where tetanus antitoxin was adminis- 
tered following an injury and before the onset 
of symptoms, a large proportion of the patients 
died. One of the two articles in this issue em- 
phasizes the hazards of the use of antitoxin and 
indicates the nicety of decision that devolves upon 
a physician contemplating use of the serum in a 
patient with a tetanus prone wound. 

The physician is thus left with the cold statis- 
tical fact that practically any injury that opens 
the skin is to some degree susceptible to tetanus 
infection. Against the possibility of infection he 
must weigh the knowledge that the use of anti- 
toxin may cause severe disease in a rather high 
proportion of cases. If the patient has had previ- 
ous immunization with toxoid, the decision is a 
much easier one. But few patients can provide 
information as to whether or not they have had 
tetanus toxoid in the past or, if they do remem- 
ber it, few can say when the last booster injec- 
tion was given. 

Although tetanus has not been advertised as 
an important public problem over the years its 
dead.y character has not diminished. Public 
health records show that in the period 1920-1924, 
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when California’s population was much smaller 
and when immunization was not yet in wide use, 
there were 264 cases and the mortality was 82 
per cent. While modern records present a strik- 
ing improvement over those of some years ago, 
a mortality rate of 47 per cent today represents 
a shocking challenge. Fortunately, the challenge 
is one which can be met successfully. 

Although the number of cases of tetanus re- 
ported does not loom large in a state with Cali- 
fornia’s population, the fact that immunization 
is available for a disease known as a killer should 
call for sober reflection by all physicians. Before 
too long a time, we hope, there may be a crash 
program to secure tetanus immunization for all 
our citizens. When such a campaign is organized, 
it would have at its command all the publicity 
techniques that have been applied to venereal 
disease and to poliomyelitis. With tetanus, the 
prognosis of immunization is even more favor- 
able than with these other scourges that have 
been controlled, if not obliterated, through the 
combination of effective preventive or therapeu- 
tic measures and an aroused public and profes- 
sion, 

Until that day comes, it is the duty of every 
physician to urge tetanus immunization on his 
patients, to keep records to show when booster 
shots are due, to impress patients with the impor- 
tance of maintaining immunity and of being able 
to tell any attending physican when he had his 
most recent booster, and to remain ever alert to 
the death-dealing character of this disease. 
—California Med. May 1959. 


< > 


Council meeting minutes 


The first meeting of the Council, held during 
the annual meeting of the State Society, was a 
dinner meeting on Monday evening, May 18, 
1959, with the following present: Oldfield, 
O’Neill, Lorne Mason, Camp, Hesseltine, 
Reichert, Portes, Piszezek, Blair, Endres, Reisch, 
DuPuy, Goodyear, English, Montgomery, Ful- 
lerton, Reavley, Hopkins, Neece, Norbury, New- 
comb, Mr. Mirt, Mr. Oblinger, Frances Zimmer, 
and Margaret Maloney. 

The Council welcomed Dr. Camp who had 
been unable to attend the Council meeting on 
April 26th. Dr. Camp expressed his appreciation 
for the flowers and cards, received from the 
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Council while a patient in Wesley Memorial 
Hospital. 

MANAGEMENT SURVEY: Dr. Montgom- 
ery presented a partial report of the manage- 
ment survey prepared by Mr. Roscoe C. Edlund 
of Rogers, Slade & Hill of New York, and asked 
what the will of the Council might be relative 
to the presentation of the material in outline 
form before the first meeting of the House as a 
supplementary report of the Chairman of the 
Council. The report would be considered a prog- 
ress report; the material can be printed and 
mailed to all members of the House, together 
with recommendations from the Council, follow- 
ing the reorganization meeting. 

Dr. English discussed the manner in which 
the “Heller Report” was handled by the Ameri- 
can Medical Association, and felt that similar 
procedure probably should be employed by the 
state society. 

Since many changes in the Constitution and 
Bylaws would result from the acceptance of 
various recommendations, this also must be con- 
sidered when the House meets to consider action 
on the report. 

MOTION: (English-Hesseltine) that the 
Chairman of the Council present a progress re- 
port to the House of Delegates, and incorporate 
in his statement the fact that the Rogers, Slade 
and Hill material will be printed and mailed as 
soon as possible. Discussion by Hesseltine, Reav- 
ley, Montgomery, English. Motion carried. 

Dr. Montgomery reported that the Medical 
Advisory Committee to the [PAC was recom- 
mending to the Commission that they allow the 
increase in fees for physicians, then ask for an 
emergency budget when it becomes necessary. 

The Council adjourned in time for the mem- 
bers to attend the first meeting of the House of 
Delegates that same evening. 


The second meeting of the Council, held dur- 
ing the annual meeting, was a breakfast session 
on Tuesday morning, May 19, 1959 at 8:30 
o'clock. The following were present: Oldfield, 
O’Neill, Lorne Mason, Clark, Hesseltine, Reich- 
ert, Portes, Blair, Endres, Reisch, DuPuy, Good- 
year, English, Montgomery, Fullerton, Hamil- 
ton, Reavley, Hopkins, Norbury, Bornemeier, 
Dailey, Dr. Olson, President of the Indiana So- 
ciety, Dr. Frank Meleney of Miami, Fla., Swan- 
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berg, Oblinger, Mirt, Esther Fraser, Margaret 
Maloney, and Frances Zimmer. 

ORGANIZATION OF DISTRICT COM- 
MITTEES: Dr. Montgomery called the atten- 
tion of the Councilors to the fact that if certain 
changes in the Constitution and Bylaws were 
approved, District Committees must be set up, 
selected by the delegates from the various coun- 
ties in each Councilor area, meeting with the 
Councilor. If the meeting cannot be arranged 
during the annual meeting, this should be done 
as soon as possible so that work may proceed 
under the amended bylaws. 

Dr. Hopkins stressed the importance of the 
work of the Committtee on Industrial Health in 
ihe development of panels for impartial medical 
testimony; also the fact that members of the 
Council should attend the reference committee 
meeting considering the care of the “over 65” 
group. 

The list of reference committee meetings as- 
signed to Councilors was read by Dr. Mont- 
gomery, and a copy was to be posted in the 
secretary’s office, Room 104. 

Dr. Hopkins discussed in detail the impor- 
tance of the co-operation of the medical profes- 
sion in any plan for the care of individuals over 
65; the need for accepting the amount of the 
coverage as payment in full (the service type 
plan) instead of an indemnity type insurance 
as is the case at the present time. If this plan is 
approved, over half of the physicians in each 
county must sign to participate before it can be 
initiated in that area. Blue Shield would have 
to survey the medical profession in the state, 
county by county, and an active educational pro- 
gram will have to be conducted. 

MOTION: (Reisch-DuPuy) that the Council 
approve a gift and the presentation of a plaque 
to Dr. Camp in recognition of his 35 years of 
service as secretary of the Society. Motion car- 
ried. 

Dr. Vaughn stated that in Arizona the physi- 
cians have requested the various pharmaceutical 
houses to donate to the AMEF in place of pre- 
senting gifts to physicians at any time. He asked 
if such procedure could be followed in Illinois. 
The chairman stated that he might try this and 
see whether or not it would be successful. 

The Council adjourned about 9:30 o’clock to 
attend meetings of the reference committees. 









The third meeting of the Council was a break- 
fast meeting at 8:30 o’clock on Wednesday morn- 
ing, May 20, 1959, with the following present: 
Oldfield, O’Neill, Youngberg, Camp, Clark, Hes- 
seltine, Reichert, Piszezek, Reisch, DuPuy, Good- 
year, English, Montgomery, Fullerton, Hamilton, 
Reavley, Hopkins, Bornemeier, Sweeney, Nor- 
bury, Greening, Vaughn, Oblinger, Mirt; Frank 
Skaggs, G. R. Johnson and D. A. Lehman of 
Harrisburg, Margaret Maloney, Esther Fraser, 
and Frances Zimmer. 

MOTION: (English-Piszezek) that Dr. Coye 
C, Mason be the official representative of the 
ISMS on the Board of the Central District Blood 
Bank Clearing House with a term from July, 
1959 through June, 1960. Motion carried. 

Dr. Dailey introduced Dr. Saltonstall, presi- 
dent of the Michigan State Society. 

Dr. Hesseltine stated that the Finance Com- 
mittee had met and gone over the report of the 
auditor, discussed the problems referred to the 
committee, and if it meets with the approval of 
the Council, will continue to function at this 
time. There were increased expenses during the 
year; the committee recommends that the ex- 
penses as allocated by the auditor constitute the 
budgets for the coming fiscal year. 

MOTION: (Hesseltine-Piszezek) so move. 
Motion carried. 

The finance committee does not have a recom- 
mendation to make relative to dues for the com- 
ing year at this time. The members of the com- 
mittee, in discussing the budget, thought it might 
be helpful if the new finance committee could 
arrange to meet with the auditor to discuss com- 
mittee budgets, and see if salaries can be taken 
from committee expenses. If this were done it 
would reduce the committee expense by about 
half in some cases. We might reshift this and 
distribute the amounts with the co-operation of 
the auditing firm. 

MOTION: (Hesseltine-Fullerton) that the 
Finance Committee for the 1959-1960 fiscal year 
meet with the auditor. Motion carried. 

MOTION: (Hesseltine-Piszezek) that the So- 
ciety contribute an additional $1,000.00 to 
WTTW (Channel 11) which will duplicate 
the contribution made in 1955 by action at the 
August 7th Council meeting. Motion carried. 

Dr. Bornemeier reported that the Auxiliary 
dues of $3.00 would assist them in the near 
future to become more financially independent 
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of the state society, and with their present men- 
bership, their income would be approximate! 
$8,700.00 Their recruitment program has been 
very successful, and they plan to continue this 
work. 

Dr. Montgomery suggested that next year all 
resolutions be numbered, and that reference coni- 
mittee meetings be equipped with blackboard, 
chalk, and erasers. 


The fourth meeting, held during the annual 
meeting, was a breakfast session on Thursday 
morning, May 21, 1959, with the following pres- 
ent: Oldfield, O’Neill, Youngberg, Clark, Hes- 
seltine, Portes, Piszezek, Dooley, Endres, Reisch, 
DuPuy, Goodyear, English, Montgomery, Ful- 
lerton, Hamilton, Reavley, Hopkins, Dr. Bil- 
lingsly of Iowa, C. Paul White, Dr. Perry, pres- 
ident of Missouri Society, Fowler, Sweeney, 
Neece, Dailey, Norbury, Oblinger, Margaret 
Maloney, Esther Fraser, and Frances Zimmer. 

Dr. Hesseltine asked for Council approval of 
the suggestion that the members of the present 
finance committee continue to function until 
ihe new committee has been appointed. 

MOTION: (Fullerton-Piszezek) so move. 
Motion carried. 

Dr. Billingsly of Newton, Iowa, president of 
that society, told of the debate and subsequent 
action on the part of the Iowa House of Dele- 
gates relative to a service plan for residents of 
Towa over 65 years of age. After a lengthy meet- 
ing, approval was given. After a certain income 
and net worth level, the service plan then be- 
comes indemnity coverage. The work is to be 
considered a pilot study and the plan revalu- 
ated at the end of a two year period. Iowa was 
the first state to approve the coverage, with Cali- 
fornia following three days later. 

Discussion followed — Hopkins, White, etc., 
with the fact stressed that the work was still 
experimental on an actuarial basis, but that the 
demand for this type of coverage is paramount, 
coming from government, labor unions, and the 
population itself. Hamilton suggested that an 
extensive educational campaign is certainly indi- 
cated ; that our program should agree with the 
recommendations of the AMA, and that there 
should be a ceiling on income. 

Dr. Fowler outlined contemplated activity in 
various fields; he stressed the importance of the 
dues structure of the Society and the fact that 
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tle complete picture should be presented to all 
members of the House of Delegates so that mem- 
bers of the House can keep their societies in- 
formed, following annual or special meetings 
of the House. 

The Council adjourned at 9:00 o’clock to at- 
tend the meeting of the House of Delegates. 


The fifth meeting of the Council, held during 
the annual meeting, was a luncheon session on 
Friday noon, May 22, 1959, with the following 
present: Oldfield, O’Neill, Camp, Clark, Hes- 
seltine, Portes, Piszezek, Endres, Reisch, DuPuy, 
Goodyear, English, Montgomery, Fullerton, 
Hamilton, Reavley, Hopkins, Lee Hamm, Mrs. 
Montgomery, Mrs. Hesseltine, Mrs. O’Neill, Mrs. 
Oldfield, Mrs. Reavley, Bornemeier, Ralph Red- 
mond, William E. Adams, Bernard Klein, Van 
Dellen, Fowler, Turner, Scatliff, Mr. Oblinger, 
Mr. Mirt, Esther Fraser, Margaret Maloney, and 
Frances Zimmer. 


Dr. Montgomery opened the meeting, stating 
that he and Dr. Hamilton had to leave to attend 
a special meeting with representatives of the 
IPAC, and that he desired to pay tribute to the 
many years of loyal service Dr. Hamilton had 
rendered the Society as a member of the Coun- 
cil. Dr. Hamilton thanked the chairman; stated 
that he left with mixed emotions, that he valued 
the friendships he had made, and that he left 
with no regrets and no apologies. Dr. Mont- 
gomery asked Dr. O’Neill to preside until his 
return. 

MOTION: (Fullerton-Piszezek) that the sec- 
retary be authorized to pay current bills. Motion 
carried. 

Following Dr. Montgomery’s return, the 
Council presented Dr. Camp with a plaque 
signed by all members commemorating his 35 
years of service as secretary of the Society. Dr. 
Reisch called attention of the Council to the fact 
that this year represented Dr. Camp’s 37th year 
on the Council, his 35th as secretary, and his 
d0th year in the practice of medicine. The men 
gave him an atmospheric clock engraved with his 
name and the years of his tenure of office 1924- 
1959, 

Or. Oldfield presented a President’s Medallion 
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to Dr. O’Neill to wear during his year as presi- 
dent, then to be presented to his successor. Mrs. 
Oldfield had had it made for him during his year 
as president. The center of the medallion (a 
caduceus) has been made up separately as a key 
to be worn by past presidents. Dr. Oldfield had 
one to present to Dr. Reavley, one for himself, 
and one for Dr. O’Neill, and suggested that the 
Society continue the custom. 

Dr. O’Neill suggested that the Council extend 
official appreciation to Dr. and Mrs. Oldfield for 
the medallion, and that in the future, it be 
known as the “Raleigh C. Oldfield medallion”, 
and that the Society bestow the “key” to the 
past presidents of the Society in the future. 

MOTION: (English-DuPuy) that the Soci- 
ety send an additional $7,000.00 to the Student 
Loan Fund. Motion carried. 

Dr. Montgomery called the attention of the 
Council to the fact that this was Dr. Reavley’s 
last official attendance as councilor at large. 

The Council adjourned sine die. 

The sixth meeting, held Friday, May 22, 1959, 
was called to order with the same people in at- 
tendance. Dr. Camp assumed the chair. The first 
order of business was the election of the Chair- 
man of the Council for the coming fiscal year. 

Dr. Portes presented the name of Dr. B. E. 
Montgomery in nomination. 

MOTION: (Piszezek-Oldfield) that the nomi- 
nations be closed and the secretary instructed to 
cast a unanimous ballot for Dr. Montgomery. 
Motion carried. 

At this time, Dr. and Mrs. H. Close Hessel- 
tine presented the Chairman of the Council with 
a gavel carrying the seal of the Society, to be 
passed from chairman to chairman as a symbol 
of the office. 

Dr. Montgomery announced that the next 
meeting of the Council would be held on Sun- 
day, July 26th, and that by that time, the re- 
printed Rogers, Slade & Hill reports should be 
ready for mailing to all members of the House 
of Delegates. At this time, he would recommend 
for the membership of the Ad Hoc Committee 
— Edwin S. Hamilton, Chairman, H. Close 
Hesseltine, Joseph T. ONeill. 

MOTION: (English-Piszezek) that the per- 
sonnel be approved. Motion carried. 





Dr. English called the attention of the Coun- 
cil to the fact that when copies of the Edlund 
report are distributed, comments and recom- 
mendations from the Council should accompany 
them. 

MOTION: (Hesseltine-English) that the re- 
port be reprinted for distribution to the dele- 
gates and alternates to the 1959 House of Dele- 
gates. Motion carried. 

Dr. Montgomery introduced Dr. Hesseltine as 
president elect; Dr. Lee Hamm as first vice pres- 
ident; Dr. Allison L. Burdick as second vice 
president; Dr. Ralph Redmond as_ councilor 
from the Second District; Dr. William EK. Adams 
as councilor from the Third District, and Dr. 
Bernard Klein as councilor from the Eleventh 
District. 

Dr. Montgomery stated that in the future all 
delegates and alternates to the AMA would be 
invited to attend Council meetings as a matter 
of education and information. 

The Council adjourned at 1:35 o’clock. 

Respectfully submitted, 
HAROLD M. CAMP, M.D., Secretary 
By: FCZimmer 


< > 


Ike talk; house actions 
highlight AMA meeting 


Among the highlights of the 1959 annual 
meeting of the AMA in Atlantic City were: 

(1) An address by President Eisenhower at 
the inaugural ceremony, in which he warned 
ihat inflation posed the greatest danger to the 
traditional, free enterprise practice of medicine. 

(2) Recommendations concerning medical 
care plans. 

(3) A new position on interprofessional rela- 
tions with osteopathy. 

(4) A policy covering preparation for general 
practice. 

(5) Continued opposition to social security 
for physicians. 


EISENHOWER ADDRESS 


Mr. Eisenhower said the cost of inflation “is 
not paid in dollars alone but in increasingly 
stagnated progress, lost opportunities, and even- 
tually, if unchecked, in lost freedoms for the 
doctor and the patient.” He expressed gratifica- 
tion at being informed of the AMA leadership 
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in the program to meet health care needs of the 
aged. 
MEDICAL CARE PLANS 


The House of Delegates received Part I of 
the report of the Commission on Medical Care 
Plans as information only and then acted upon 
the Commission recommendations item by item. 
The House adopted 36 of the recommendations 
without change, but reworded three which relate 
to miscellaneous and unclassified plans. The 
changed recommendations now read as follows: 

B-4. “In an effort to decrease, or at least to 
prevent an increase, in the over-all cost of health 
care, study should be given to the removal of the 
requirement of hospital admission as the only 
condition under which payment of certain bene- 
fits will be made.” 

B-6. “Medical care plans should be encouraged 
to increase their efforts to provide health educa- 
tion and information concerning the coverage of 
their subscribers.” 

B-16. “The AMA believes that free choice of 
physician is the right of every individual and 
one which he should be free to exercise as he 
chooses. Each individual should be accorded the 
privilege to select and change his physician at 
will or to select his preferred system of medical 
care and the AMA vigorously supports the right 
of the individual to choose between these alterna- 
tives.” 

Tn connection with free choice of physician, 
the House also requested the Board of Trustees 
to transmit to all constituent medical associa- 
tions the “far-reaching significance” of Recom- 
mendation A-?, which says: 

“<Free choice of physician’ is an important 
factor in the provision of good medical care. In 
order that the principle of ‘free choice of physi- 
cian’ be maintained and be fully implemented, 
the medical profession should discharge more 
vigorously its self-imposed responsibility for as- 
suring the competency of physicians’ services 
and their provision at a cost which people can 
afford.” 

The House also strongly endorsed recommend- 
ation B-11, which declares that “those who re- 
ceive medical care benefits as a result of collec- 
tive bargaining should have the widest possible 
choice from among medical care plans for the 
provision of such care.” 

Many of the commission recommendations 
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urged increased activity by state and county 
iedical societies and the AMA in such fields as 
continuing study and liaison, closer attention to 
legal and legislative factors, and the development 
of guides for the relationship between the medi- 
cal profession and the various types of third 
parties. To carry out three of the recommenda- 
tions involving AMA activities, the House also 
approved a seven-point program which it re- 
quested the Board of Trustees to transmit to the 
Activities for im- 


Division of Socio-Keconomic 


mediate attention. 
MEDICINE AND OSTEOPATHY 


In considering a special report of the Judicial 
Council on the subject of osteopathy, the House 
adopted the following policy statement regarding 
interprofessional relations : 

“(A) All voluntary professional associations 
between doctors of medicine and those who prac- 


principles are unethical. 

“(B) Knactment of medical practice acts re- 
quiring all who practice as physicians and sur- 
geons to meet the same qualifications, take the 
same examinations and graduate from schools 


approved by the same agency should be encour- 


aged by the constituent associations. 

“(C) It shall not be considered contrary to the 
Principles of Medical Ethics for doctors of medi- 
cine to teach students in an osteopathic college 
which is in- the process of being converted into 
an approved medical school under the supervi- 
sion of the AMA Council on Medical Education 
and Hospitals. 

“(D) A liaison committee be appointed by 
the Board of Trustees of the AMA to meet with 
representatives of the American Osteopathic As- 
sociation, if mutually agreeable, to consider 
problems of common concern including inter- 
professional relationships on a national level.” 

In another action concerning osteopathy, the 
House recommended that the AMA representa- 
tives on the Joint Commission on Accreditation 
of Hospitals suggest to the commission that they 
inspect upon request and consider for accredita- 
tion without prejudice those hospitals required 
by law to admit osteopathic physicians to their 
Staff, 


GENERAL PRACTICE 


The House approved and commended the final 
report of the Committee on Preparation for 
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General Practice, which proposes a new two vear 
internship program for medical school graduates 
planning to become family physicians. To avoid 
unnecessary confusion, the House deleted only 
one sentence which read: “Indeed, the commit- 
tee believes that the one year internship actually 
encourages inadequate preparation for general 
practice.” The Committee on Preparation for 
General Practice included representatives from 
the AMA Council on Medical Education and 
Hospitals, the American Academy of General 
Practice, and the Association of American Medi- 
cal Colleges. 

The suggested program would include a basic 
minimum of 18 months’ hospital training in the 
diagnostic, therapeutic, psychiatric, preventive, 
and rehabilitative aspects of medicine and pedi- 
atrics in a very broad sense, including care of 
the newborn. A physician then could elect to 
spend the remaining six months on additional 
training in other segments of the program. The 
committee stated, however, that participants who 
plan to practice obstetrics would be expected to 
spend a least four months of the elective period 
in obstetrical training. 

The report declared that “the graduate pro- 
gram of two years in preparation for family 
practice should be planned and implemented as 
a unified whole” with a maximum continuity of 
assignment in specific services. he program also 
calls for adequate experience in outpatient care 
and emergency room service. 


SOCIAL SECURITY 


In considering five resolutions on the subject 
of compulsory social security coverage for self- 
employed physicians, the House disapproved of 
four and adopted one, reaffirming its opposition 
to the compulsory inclusion of physicians. In so 
doing, the delegates expressed concern over the 
possible effects that a change of policy might 
have on the association’s entire legislative pro- 
gram, particularly with respect to the Forand 
Bill. 

The House also recognized “the apparent 
growing demand by physicians for economic se- 
curity” and requested the Board of Trustees to 
investigate the possibilities of developing group 
insurance and retirement plans that could be 
made available to association members. It ac- 
cepted a reference committee suggestion “that 
the AMA continue and expand its educational 
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program to inform its members of the economic, 
social, and moral advantages of economic se- 
curity obtained within the framework of our 
free enterprise system rather than through the 
mechanisms of governmental social security.” 


MISCELLANEOUS ACTIONS 
In dealing with a wide variety of other sub- 
jects, the House also urged all physicians to 
participate more fully in community activities 
and socioeconomic matters in their own com- 
munities but agreed that no change should be 
made at this time in Article IT of the Constitu- 
tion, which states Association objectives ; 
Approved in principle the aims and objectives 
of the President’s Council on Youth Fitness and 
the Citizens’ Advisory Committee on the Fitness 
of American Youth; 
Accepted a Board of Trustees recommendation 
that the 1962 annual meeting be held in Chi- 


cago ; 

Requested the Board of Trustees to study th: 
problems and possibilities of establishing an 
AMA — sponsored medical scholarship and/or 
loan program ; 

Approved the inclusion of Today’s Health as 
a benefit of dues paying membership and urged 
members to make it available to their patients; 

Recommended that state medical societies, 
where advisable, initiate legislative efforts to 
eliminate cancer quackery ; 

Received a progress report indicating “phe- 
nomenal progress” in the field of health insurance 
coverage for the aged since the Minneapolis 
meeting last December ; 

Voted the 1959 Distinguished Service Award 
to Dr. Michael E. De Bakey of Houston for his 
outstanding contributions in the field of cardio- 
vascular surgery. 


Coming in our 


August issue — 


A picture report 


on the 1959 


annual 


meeting 
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Questions and Answers 
on Narcotic Act 


M”” questions have arisen concerning the 
new Illinois Narcotic Act. 

Mr. Malachi L. Harney, superintendent of the 
division of narcotics, who has always been co- 
operative in trying to iron out physicians’ prob- 
lems and questions concerning the use of narcot- 
ics under the new law, has prepared some basic 
questions and answers that have reached him 
during the past year. 

The Committee on Narcotics will be happy to 
answer additional questions concerning the use 
of narcotics under the new state law. They will 
be answered in this column in forthcoming is- 
sues. 

(¥: Must a physician register with the State 
Division of Narcotic Control to be lawfully enti- 
tled to prescribe, dispense, or administer nar- 
coties ? 

A: No. Physicians do not register with the 
Division of Narcotic Control. There are FED- 
ERAL requirements for registration and re- 
registration. A physician shall execute and file 
with the District Director of Internal Revenue, 
for the district in which he proposes to engage 
in any activity involving use of narcotic drugs, 
an application for registration, on Form 678, 
and pay the special tax of $1.00. Form 678 shall 
be executed and filed on or before the succeeding 
July 1, and annually thereafter, so long as li- 
ability is incurred. The tax is at the rate of $1.00 
a year or any fraction thereof, regardless of 
When business is first commenced. 

(): How does a physician get official prescrip- 
tion blanks in Illinois? 

A: By sending his application, or re-order 
blank, to the Division: of Narcotic Control, 1012 
Myers Building, Springfield, Illinois, with the 
required fee of $1.00 for each 100 prescription 
blanks. 

(: What information must the physician fur- 
nish on his application or re-order blank? 
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A: Name, address, and federal narcotic reg- 
istry number. 

Q: Can a physician order more than 100 pre- 
scription blanks at one time? 

A: No. The prescription blanks issued by the 
Division shall be in serial-numbered groups of 
100 forms each, in triplicate, and no more than 
one such prescription group shall, in any case, 
be issued or furnished by the Division to the 
same prescriber at one time. 

Q: When does the physician use official pre- 
scription blanks? 

A: The physician is required to use official 
prescription blanks when he prescribes Class A 
narcotic drugs for his patients. However, if the 
physician prescribes Class B narcotic drugs, he 
may use either the official prescription blanks, or 
his regular prescription blanks. Class B narcotic 
drugs also may be prescribed over the telephone 
or orally (verbally). The pharmacist must re- 
duce such prescription to writing, place in the 
narcotic file, and keep for a period of two years. 

Q: What are Class A drugs? 

A: These are taxable narcotics under full con- 
trol; these are the more potent narcotics, such 
as cocaine, opium, morphine, Dilaudid®, 
Pantopon®, codeine in uncombined form, and 
the synthetic opiates like Demerol® and Dolo- 
phine®. These prescriptions cannot be refilled. 

Q: What are the other classes of narcotic 
drugs ? 

A: Class B (taxable narcotics, permissible on 
oral prescription), such as empirin compound 
with codeine, Phenaphen® with codeine. These 
prescriptions cannot be refilled. Class X (exempt 
narcotic preparations), such as paregoric, elixir 
terpin hydrate with codeine, Cheracol®, and 
cough mixtures containing not more than 1 
grain of codeine to the ounce. ( 

Q: What records must be made in connection 
with Class X narcotics ? 





A: The patient may obtain these drugs over 
the counter without prescription. However, the 
pharmacist must keep an over-the-counter sales 
record. If a physician issues a prescription for 
Class X narcotics, it should be filed in the phar- 
macist’s narcotic file. In modern pharmaceutical 
- A, B, or X — 
is indicated on the label. In case of doubt, the 


packaging of opiates, the class 


pharmacist should be asked to consult the label. 
The Division of Narcotic Control has an unoffi- 
cial list of narcotic drugs, by classes, that will 
be furnished to any practitioner on request. 

Q: May the official prescription blank be em- 
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Octin for migraine 


Octin (methyliso-octenylamine, Knoll) is an- 
other antispasmodic drug which acts as a vaso- 
constrictor in some patients and in them may 
prove useful in relieving headaches of the mi- 
graine variety. It is seldom used by mouth, but 
on occasion, a 130 mg. tablet of Octin mucate 
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ployed for obtaining drugs for office or bag use: 

A: No. There is considerable misunderstand- 
ing in this area. However, long-standing federal 
practice requires that all such supplies must be 
purchased by the physician on federal order 
forms, which are obtained from the Director of 
Internal Revenue (10c for 10 order forms). This 
is the only proper and legal way of obtaining of- 
fice or bag supplies of narcotic drugs. 

Address your queries to the Editors of the 
Journal or to Jacob E. Reisch, M.D., chairman, 
committee of narcotics, Suite 1909, 185 N. Wa- 
bash Avenue, Chicago 1. 


>>> 


is of value. When administered parenterally, Oc- 
tin hydrochloride is given in a dose of 0.5 to 
1.0 cc. intramuscularly. This drug may be used 
with safety during pregnancy, but it may cause 
hypertension and should never be given to pa- 
tients with vascular disease. Russell N. DeJong, 
M.D. The Treatment of Vascular Headaches. 
GP Apr. 1959. 


Illinois Medical Journal 























CORRESPONDENCE 





Sports Medicine Congress to meet at 
Pan-American Games 


A Sports Medicine Congress will be held in 
conjunction with the 3rd Pan American Games, 
which are scheduled for Chicago next August 
27%-September 7. 

The Congress will meet on the Chicago camp- 
us of Northwestern University, September 1-2, 
and will feature outstanding experts in the fields 
of athletic training, care of injuries, diet, car- 
diovascular effects of sports activity, and many 
other facets of the sports medicine field. 

T. R. Van Dellen is general chairman of the 
Congress. 

Paul Dudley White, Boston, will be the fea- 
tured speaker at the first plenary session of the 
Congress September 1. On September 2, Allen 
J. Ryan, attending surgeon and physician spe- 
cializing in treatment of athletic injuries, Men- 
den Conn. Hospital, will be the speaker. 

Other speakers scheduled on the Congress pro- 
gram include Louis F. Bishop, assistant clinical 
professor of medicine, New York University; 
Felipe Mendoza, head of the National Institute 
of Cardiology, Mexico City; Warren R. Guild, 
associate in medicine, Peter Bent Brigham Hos- 
pital, Boston, and associate in medicine, Har- 
vard Medical School; Joseph B. Wolffe, chief of 
mecicine, Department of Cardiovascular Dis- 
eases, Valley Forge Hospital and Medical Cen- 
ter. Norristown, Pennsylvania. 
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Also, Arthur Steinhaus, professor of physiol- 
ogy and dean George Williams College, Chicago ; 
Peter Karpovich, research professor of physiol- 
ogy, Springfield College, Springfield, Massachu- 
setts; James R. Wilson, lecturer Massachusetts 
Institute of Technology and consultant to Chica- 
go Board of Health; Edward L. Compere, profes- 
sor and chairman of the Department of Ortho- 
pedic Surgery, Northwestern University Medical 
School; Irwin Schultz, diplomate American 
Board of Surgery, member American Association 
for Surgery of Trauma, and medical director of 
Milwaukee Braves baseball club; W. D. Paul, 
director of the Rehabilitation Unit, University 
hospitals, and medical supervisors of varsity ath- 
letics, State University of Iowa; and Thomas J. 
Cureton, director of physical fitness research 
laboratories, University of Illinois. 

Col. David Stubbs, director of physical edu- 
cation, Metropolitan Y.M.C.A., Chicago, will be 
another featured speaker, as well as three of the 
nation’s foremost track and field coaches: J. 
Kenneth Doherty, University of Pennsylvania ; 
M. E. “Bill” Easton, Kansas University; and 
E. M. “Ted” Haydon, University of Chicago. 

Three outstanding athletic trainers also are on 
the program: Dr. Joseph Doller, Chicago Car- 
dinals football club; Frank Newell, Purdue 
University and Thomas E. Healion, Northwest- 
ern University. 

All sessions of the Congress will be open to 
persons interested in the field of sports medi- 
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cine. Further information can be obtained from 
Dr. Van Dellen at Pan American Games, Inc., 
310 South Michigan Avenue, Chicago 4. 


< > 


Clinics for crippled children listed 
ivr August 


Nineteen clinics for Illinois’ physically handi- 
capped children have been scheduled for August 
by the University of Illinois, Division of Serv- 
ices for Crippled Children. The Division will 
count 15 general clinics providing diagnostic 
orthopedic, pediatric, speech, and hearing ex- 
amination along with medical, social, and nurs- 
ing service. There will be two special clinics for 
children and two for 
children Clinicians 
selected from among private physicians who are 


with cardiac conditions 


with rheumatic fever. are 
certified Board members. Any private physician 
may refer to or bring to a convenient clinic any 
child or children for whom he may want exami- 
nation or consultative services, 

Alton (Rheumatic Fever), Alton 

Memorial Hospital 

August 5 Hinsdale, Hinsdale Sanitarium 

5 — Tuscola, Community Building 
District 


August 5 - 


August 


August 6 Macomb, McDonough 


Hospital 


fo 


August 7 Chicago Heights (Cardiac), St. 
James Hospital 

August 11 Kast St. Louis, St. Mary’s Hos- 
pital 

August 11 

August 13 

August 13 - 

August 14 

August 18 
tal 

August 19 — Chicago Heights (General), St. 
James Hospital 

August 20 Elmhurst (Cardiac), 
Hospital of DuPage County 

- Litchfield, Madison Park School 
Rockford, Rockford Memorial 


Peoria, Children’s Hospital 
Springfield, St. John’s Hospital 
Effingham, St. Anthony Hospital 
Evanston, St. Francis Hospital 
selleville, St. Elizabeth’s Hospi- 


Memorial 


August 20 
August 20 - 
Hospital 
August 25 — Effingham 
St. Anthony Hospital 

- Peoria, Children’s Hospital 

August 26 — Elgin, Sherman Hospital 

August 27 Bloomington, St. Joseph’s Hos- 
pital 


(Rheumatic Fever), 


August 25 - 


1.C.S. North American 


Federation to meet in Sept. 


The 24th annual congress of the North Ameri- 
can Federation, International College of Sur- 
geons, will be held in the Palmer House, Chi- 
cago, September 13-17. 

The federation is composed of the United 
States, Canadian, Mexican, Cuban, and various 
Central American sections, but the program par- 
ticipants will include surgeons from other parts 
of the world, Dr. Max Thorek of Chicago, found- 
er and secretary general of the college, said. 

The meeting will be in honor of the Chicago 
Medical Society and in memory of three Chi- 
cago pioneer surgeons, Drs. John B. Murphy, 
Christian Fenger, and Nicholas Senn. 

Dr. Karl A. Meyer of Chicago and Dr. W. 
Wayne Babcock of Philadelphia have been named 
honorary chairmen of the congress, and Dr. 
Alexander Brunschwig of New York has been 
chosen general chairman. Dr. Peter A. Rosi of 
Chicago is chairman of the program committee. 

Surgical specialties to be represented are: 
colo-proctologic, neurologic, obstetric and gyne- 
cologic, ophthalmologic, otorhinolaryngologic, 
orthopedic, plastic and reconstructive, trauma 
and rehabilitation, and urologic. There also will 
be surgical motion picture reports on advances 
in military medicine, and a surgical nurses’ 
program. 

Dr. Edward L. Compere of Chicago is presi- 
dent of the United States Section and secretary 
of the North American Federation, and Dr. Ross 
T. McIntire of Chicago is executive director of 
the College. 

Surgeons desiring to present papers should 
write to Dr. Peter A. Rosi, International College 
of Surgeons, 1516 Lake Shore Drive, Chicago 
10. For hotel reservations, write to the reserva- 
tion secretary, care of the college. 


< > 


Am. Rhinologic Society 
to hold meeting in Chicago 


The American Rhinologie Society will hold its 
fifth annual meeting in the Belmont Hotel, Chi- 
cago, October 10. Dr. Kenneth H. Hinderer, 
Pittsburgh, president of the society, will preside. 
This will be preceded by a surgical seminar in 
the Illinois Masonic Hospital, October 7-9. 

A symposium on “Objective Tests for Nasal 
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Function” will be presented in the morning at 
ihe hotel meeting. The panelists will be Drs. 
Juergen Tonndorf, Paul M. Seebohm, and Wil- 
liam K. Hamilton of Iowa City; Herman J. 
Sternstein of Boston; and Raymond L. Hilsinger 
of Cincinnati. The discussants will be Drs. 
Maurice H. Cottle of Chicago, founder of the 
Society; David Cugell, also of Chicago, and 
Henry L. Williams of Rochester, Minn. 

Five papers on various aspects of nasal sur- 
gery will be presented in the afternoon. In the 
evening, there will be the first official showing 
of a color sound film entitled “The Human 
Nose.” 

The clinical program at the hospital will con- 
sist of lectures, surgical demonstrations, panels, 
clinical reports with case presentations, and re- 
view of patients. 

For information, write to Dr. Robert M. 
Hansen, secretary, 1735 North Wheeler Avenue, 
Portland 12, Ore. 


< > 
Awards for O. & G. work 


District VI of the American College of Ob- 
stetricians and Gynecologists—comprising IIli- 
nois, Iowa, Minnesota, Nebraska, Wisconsin, 
North and South Dakota, Manitoba, and Sas- 
katchewan—is offering $100 and $50 awards for 
ihe best original investigative or clinical work 
in obstetrics and like awards in the field of 
gynecology. Deadline for copy is August 1. 

For information, write to Dr. Roger D. Kem- 
pers, Mayo Foundation, Rochester, Minn. 


< > 


P. G. course in skin problems 

The Institute of Industrial Health of the Uni- 
versity of Cincinnati announced an instruction 
course in occupational skin problems, October 
26-30. The program will consist of morning 
lectures and clinical demonstrations, afternoon 
field instruction in industrial plants, and eve- 
hing panels, 


For information, write to the Institute of 
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Industrial Health, Kettering Laboratory, Eden 
and Bethesda Avenues, Cincinnati 19. 


< > 


Symposium on early cancer 
detection to be presented 

The American Cancer Society will present a 
symposium on “Evaluation of Early Diagnosis 
of Cancer” at the Biltmore Hotel, New York, 
October 26-27. 

The program will cover precancerous lesions 
and how to treat them; the value of periodic 
¢xaminations in detection; the value of staging 
and proper reporting; the economics of cancer 
detection; and the question whether periodical 
examinations of well persons increase longevity. 

Attendance by members of the American Acad- 
emy of General Practice carries 12 hours of cate- 
gory II credit. 


< > 


Urological essay prizes 

The American Urological Association is offer- 
ing three prizes—$500, $300, and $200, respec- 
tively—for essays on the result of clinical or 
laboratory research in urology. The contest is 
limited to urologists who have been graduated 
not more than 10 years, and to interns and 
residents doing research in urology. 

For information, write to the association, 1120 
North Charles Street, Baltimore 1. 


< > 


Meeting on ultrasonics 

The American Institute of Ultrasonics in Med- 
icine will hold its annual meeting Sept. 2, at 
the Leamington Hotel, Minneapolis. The guest 
speaker will be Dr. Russell Meyers, professor of 
surgery and chairman, division of neurosurgery, 
State University of Iowa Hospitals and College 
of Medicine, who will discuss “The Potentials of 
Ultrasonics in General Surgery and Surgical 
Specialities.” 

For further information write Dr. John H. 
Aldes, secretary, 4833 Fountain Avenue, Los 
Angeles 29. 





For the wastebasket? 


How about you? What’s your reaction when 
you open an envelope from one of your M.D. 
compatriots (on his professional stationery) and 
find, instead of a consultation report, a mimeo- 
graphed plug for Senator Blowhard or Governor 
Gioosebrain? My own reaction is one of disgust 
and anger. Disgust that the doctor would use his 
professional standing, time, and money to do 
part time “politiking” and anger at myself for 
being sucked into opening what I would ordi- 
narily consider throw-away literature. I do look 
at throw-away literature, because usually it is 
honestly labeled and sometimes interesting and 


Stone obstruction 


Impacted gallstone as a cause of intestinal ob- 


struction is relatively uncommon. Various au- 
thors report the incidence from 0.4 to 3.5 per 
cent of ail cases of intestinal obstruction. Re- 
current gallstone ileus requiring repeated ile- 
otomy is even more rare. Sex incidence is ap- 
proximately fifteen to one in favor of the female. 
The symptoms of gallstone ileus are similar to 
mechanical obstruction of the intestine due to 
any cause: crampy abdominal pain, nausea, 
vomi.ing, and abdominal distension being the 
most common. Diagnosis is often quite difficult 
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informative as well. In this case I also looked 
at the literature but with more antagonism than 
support for the public servants mentioned. And 
the round file was still the ultimate recipient. 

Were my disgust and anger justified? I’m not 
sure, now that T’ve thought it over. Why 
shouldn’t doctors do some “politiking” along 
with lawyers, barbers, and morticians? Doctors 
have always been asked and encouraged to take 
part in community life. They may be elected of- 
ficers of local service clubs, give talks to PTA 
groups, serve on committees. And in those posi- 
tions, controversial subjects do arise, with occa- 
sional heated debates. L'ditorial. So Mad I Could 
Spit! Rocky Mountain M.J. Apr. 1959. 


prior to operation, but it can be made sometimes 
by X-ray visualization of the obstructing gall- 
stone. 

As in any case of intestinal obstruction, early 
relief of the obstruction is important. Most au- 
thors believe that simple enterotomy, removal of 
the stone, and then primary closure of the enter- 
otomy are all that will be necessary. Then, subse- 
quent elective cholecystectomy and closure of the 
cholecyst-enteral fistula at a later time should be 
done. Irving A. Ratner, M.D. Recurrent Gall- 
stone Ileus. Report of A Case. J. Maine M.A. 
May 1959. 
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ISMS stand on aged praised 


The House of Delegates of the Illinois State 
Medical Society, at its last annual meeting, 
passed a resolution concerning health insurance 
for those over 65. If implemented, this will be 
a big boost for medicine from a public relations 
standpoint. 

The resolution provided that “the physicians 
of Illinois be polled whether they would be will- 
ing to participate in a special plan, which the 
Illinois Blue Shield can be directed to prepare, 
te provide low cost insurance for persons over 
65 years of age with modest incomes.” 

Modest income was interpreted to mean not 
more than $3,000 annually for a couple or $2,- 
000 for an individual, with a net worth under 
$20,000. Eligibility would be determined by 
Blue Shield. Payments to physicians would be 
accepted as full payment. 

This action was widely publicized in the press. 
The Chicago Sun-Times also devoted its lead 
editorial in a Sunday edition to “Medical Care 
ior the Aged.” It said, in part: 


“In seeking to provide cheaper medical care 
for low income elderly people, the Illinois State 
Medical Society is acting in the best interests 
of everybody concerned. 


“Physicians throughout the country are now 
realizing, as does the Illinois Society, that the 
greatest pressure for socialized medicine is likely 
to build up among the elderly if they are de- 
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prived of adequate medical care because of doc- 
tor and hospital bills beyond their means.” 

The editorial, in discussing the proposal of 
the House of Delegates, pointed out the steps 
being taken by the medical profession in other 
parts of the country to meet the problem. It 
concluded : 

“With more and more people living longer 
lives, there is a growing necessity to take care 
of their needs without imposing an intolerable 
financial hardship on them. The Illinois Medi- 
cal Society is to be commended for trying to 
ease the burden of the aged.” 

In order to make this proposal effective in 
any particular county, it will be necessary for 
at least 50 per cent of physicians in that county 
to accept reduced fees from those enrolled under 
such a plan. Fortunately, there is considerable 
sentiment in that direction. In Lake County, a 
resolution to accept lower payments was ap- 
proved by a vote of 129 to 14. 

Since most physicians, without any announce- 
ment, already treat many elderly patients in 
the low income bracket at reduced rates, an open 
acceptance of such a plan would not impose too 
heavy a sacrifice on their part. On the other 
hand, it would help to convince the public that 
physicians are not the money grabbers they are 
reported to be. 


Attorneys entertain with skit 


Those attending the Public Relations Dinner, 
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May 19, during the annual meeting of the Illi- 
nois State Medical Societvy—and the turnout was 
the largest we have ever had—were treated to 
something unusual that was both entertaining 
and thought provoking. 

Attorney John J. Riordan 
practicing trial counsel in Chicago 
tive in the Medico-Legal Relations 
of the Chicago Bar Association and other related 
bar affairs presented a skit call “Rx for a Com- 


and a group of 
who are ac- 
Committee 


mon Code.” 

The play was a bird’s-eye view of the trials 
and tribulations of a mythical medical team 
“Cuttem, Slicem, and Shotz’ and their legal 
counterparts, “Whoop, Holler, and Yelle.” It 
illustrated the pitfalls, cul de sacs and “just 
plain cussedness” that can be eliminated through 
mutual co-operation between the legal and medi- 
cal professions. 

Laugh promoting from start to finish, the 
skit gave physicians 
lawyers serving as counsel in damage claim cases 
a better understanding of the problems of both 
professions. It is not surprising, therefore, that 


involved as witnesses and 


A real challenge 

No one can say that treating an adolescent is 
not challenging or difficult or rewarding or 
frustrating or irritating. It is always interesting 
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Mr. Riordan has had a number of requests from 
both bar and medical groups relative to the pos- 
sibility of presenting this play on future dates 

Besides Mr. Riordan, who directed the skit 
and served as chairman, the attorneys who took 
part were: Warren Hickey, Ezra D’Isa, Richard 
Arthur Connelly, Elmer Slovacek, 
Joseph S. Lafferty, John Roddy, F. Patrick 
Conlon, and John Gobel. Office aides who took 
the female roles were: Carol Baumeister, Dolores 
Rothenberger, and Donna DeVere. The skit was 
written by Attorneys Slovacek, Riordan, and 
Gobel. Frank Rago was musical director; Red- 
mond Peters designed the scenery. 

The dinner was arranged by the Committee 
on Medical Service and Public Relations of the 
Illinois State Medical Society. Dr. Leo P. A. 
Sweeney, chairman of the Chicago Medical So- 
ciety’s Medico-Legal Committee, and Mr. John 
W. Neal, counsel for ISMS, handled the arrange- 
ments with the attorneys for the skit. 

To them and to Mr. Riordan and his associ- 
ates, the ISMS is indebted for an entertaining 
and instructive program. 


French, 


and requires a flexibility of technique as well as 
a supple, well enlightened personality applying 
the techniques. The therapist’s tolerance for 
frustration must be high indeed! Joseph D. 
Teicher, M.D. Psychotherapy of Adolescents. 
California Med. Jan. 1959. 
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Rack JOBBERS 


Times have changed. Companies that sold pat- 
ent medicine in the past now own ethical drug 
firms and vice versa, and drug stores have 
become department stores, selling girdles and 
toys along with sandwiches and cokes. Conversely, 
supermarkets and other food stores sell more 
than half of all the leading proprietary drugs 
and utility cosmetic products. These figures do 
not include the health and beauty aids sold by 
drug stores and in the drug department of vari- 
ety stores and house-to-house distributors. 

One-half of all the drug toiletry volume in 
the nation’s food stores is handled through rack 
jobbers. The racks display dentifrices, baby pow- 
ders, shampoos, vitamins, chest rubs, cold tablets, 
deodorants, laxatives, and many other products. 
This method of merchandizing has expanded ; 
rack jobbers now handle $572 million in drugs 
and cosmetics at retail value. 


POLIO VACCINE 


Paralytic polio is still with us. Twice as many 
cases were reported during the first four months 
of 1959 as during the same period last year. In 
addition, there was a 45 per cent increase in 
paralytic polio in 1958 over 1957. The polio 
peak is only a month away. Stress immunization. 


SPookY FOODS 


‘he spooky food industry is doing a $250,000 
yearly business, according to Diet Treasury. The 
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industry caters to gourmet shops and concen- 
trates on fried ants, silkworms, Zaza insects, 
agave worms, fried baby bees, muskrat, and 
whole baby octopus. Except for the worms, which 
for years have been served at exclusive bars in 
Mexico, most of these delicacies originate in 
Japan. 

To be in the swim today’s hostesses of refined 
taste must stock their pantry shelves with jars 
of roostercombs in jelly, cockles and mussels, 
tender cactus pieces, squid in its own ink, choco- 
late covered grasshoppers, and seaweed powder 
to season vegetable soup or brew seaweed tea. 

If this keeps up we may need to determine 
the caloric value of these products to encourage 
their consumption in our well planned diets. 


‘THE DEATH OF THE HOUSEHOLD MOSQUITO 


The Public Health Service is investigating a 
new method of killing the household mosquito. 
It consists simply of putting an unopened bag 
of insecticide in a room during the summer sea- 
son. The fumes from the closed bag escape into 
the air even though the paper bag has a poly- 
ethylene liner. The most effective of the chemi- 
cals tested were malathion and DDVP, used in 
combination or separately. 


MANUAL COMMUNICATION 


Arthur S. Flemming, Secretary of Health, 
Education, and Welfare, made the following an- 
nouncement at a recent conference: 

“T have just learned, with great satisfaction 
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and some amazement, that a system has been 
worked out by which anyone can learn—in a 
matter of moments—to communicate with per- 
sons who are totally deaf and totally blind. 

“The new method is quite simple, and its 
great virtue lies in that fact. It consists merely 
of tracing block letters, one on top of another, 
on the palm of the deaf-blind person’s hand. 

“Learning to ‘talk, in this way, to the deaf- 
blind, is very easy. Most of the letters need only 
one or two strokes—only the letter ‘E’ has as 
many as four. The system is not only as easy as 
ABC, it is just about as foolproof.” 


SOVIET HEALTH PROGRAMS 


A mission of five American public health phy- 
sicians who visited the Soviet Union late in 
1957 under an exchange program found that the 
Communists have concentrated on quantity rath- 
er than quality. They pointed out, however, that 
“certain ingredients in the Red political system 
and in their ability to accomplish mass transfer 
of brain and brawn from one field of endeavor to 
another could permit astonishingly rapid change- 
over and developments in medicine.” 

The Soviet health program is geared to the 
needs of the state in much the same way as it is 
in other countries. Their system stresses the im- 
portance of a healthy working class in achiev- 
ing its major goals. The majority of practicing 
physicians are women. They have no choice of 
where they are to practice and no choice of 
patients and vice versa. Medicine is considered 
an important but not a primary contributor to 
the Soviet Union’s economy, which is why it is 
free. The average physician does not enjoy the 
same status as a Soviet engineer. More new phy- 
sicians are graduated annually than in the 
United States but the quality of basic training 
is at a much lower level. They lack the kind of 
clerical and office equipment found over here. 
Health departments co-operate in city planning 
from the standpoint of sanitation and health 


facilities. 


PHARMACEUTICALS 


Soropon Liquid Pediatric is Purdue Fred- 
erick’s new product to curb cradle cap. The solu- 
tion combines surface-active Cerapon-C and 
iyrothrycin in an aqueous miscible propylene 
glycol. Dr. George Bialkin, New York, reports 
his results on a study of 47 infants suffering 
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from varying degrees of seborrhea capitis wit. 
concomitant skin disorders. The drug was effec- 
tive and maintenance therapy successful. 

Madribon (sulfadimethoxine), Roche Labora- 
tories’ newest member of the sulfa family, has 
been found highly effective against various upper 
respiratory and urinary tract infections in both 
children and adults. Due to its broad spectrum 
activity and safety, the drug has proved valuable 
in the treatment of acne and other soft tissue 
infections. Sulfadimethoxine has the qualities of 
rapid absorption and high concentration in the 
blood stream, coupled with good solubility of its 
principal excretory product, thus eliminating the 
possibility of kidney blockage. 


AMERICAN ‘TRUDEAU SOCIETY SYMPOSIUM 


A promising new blood test for active tuber- 
culosis was announced recently by Drs. Robert 
C. Parlett and Guy P. Youmans, at the Ameri- 
can Trudeau Society’s annual meeting. 

The test is a simple one. An antigen, a product 
of the tubercle bacillus, is incorporated in agar 
and allowed: to jell in a small test tube. Clear 
agar is pipetted into the tube, which is then 
filled with serum from a patient. If the patient 
has tuberculosis, the antibodies will work down 
through the clear agar as the antigen works up 
from the bottom. When antigen meets antibody, 
precipitation occurs, detectable by a cloudy ring. 

Clinical studies were encouraging. Eighty-five 
per cent of 1,652 samples of serum were positive 
in patients with bacteriologically proved tuber- 
culous disease. False positives were obtained in 
only two per cent. Studies at the Suburban Cook 
County ‘Tuberculosis Hospital-Sanitarium were 
reported also by Dr. William Lester. He obtained 
positive results in 123 of 129 patients with bac- 
teriologically confirmed tuberculosis. 

kK. Cuyler Hammond, Sc.D. spoke at the same 
meeting. He gave the latest statistics on his long 
term study on the relationship between smoking 
and lung cancer. 

“Death rates from lung cancer are extremely 
low among nonsmokers and rise rapidly with the 
amount of cigarette smoking. Lung cancer death 
rates are roughly 10 times as high among ciga- 
rette smokers as among nonsmokers. The ratio 
is far greater than this for heavy cigarette smok- 
ers. Hammond and Horn found far less associa- 
{ion between cigarette smoking and bronchogenic 
adenocarcinoma than between cigarette smoking 
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and bronchogenic carcinoma of other types. Con- 
sidering only well verified cases of bronchogenic 
carcinoma exclusive of adenocarcinoma, the 
death rate of two-pack-or-more-a-day cigarette 
smokers was roughly 60 times as high as the 
death rate of nonsmokers.” 

Statistical evidence may not be as convincing 
as that based on Koch’s postulates or the double 
blind method. On the other hand, Hammond’s 
results have been consistent and are getting more 
convincing. 

Smoking is a difficult habit to overcome as 
many physicians have discovered. ‘The M.D. 
smoker may refuse to accept Hammond’s evi- 
dence to save face when the problem is discussed 
with patients. 

‘THE DENTAL PROFESSION 

‘The practice of dentistry is changing because 
the profession is reaping the benefits of its re- 
search. Dr. F. A. Arnold, Jr., director of the 
National Institute of Dental Research, Bethesda, 


Unusual syncope 


Syneope occurring during or after urination 
encountered in seven men is described. The in- 
itia! episodes usually occurred when the patients 
young, and attacks were infrequent. Syn- 
cop: occurred after the patients had been lying 
before arising to urinate. It is believed 
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made this point in the June centennial issue of 
the J.A.D.A. This means that instead of filling 
cavities produced by dental caries, dentists will 
concentrate during the next century on problems 
of periodental disease in middle and later life. 

Dr. Richard L. Hoffman, of the University of 
Illinois College of Dentistry, predicts tooth banks 
in the future. Tooth buds and almost fully de- 
veloped teeth have been transplanted successfully 
in hamsters. In rats, the transplant takes when 
placed under the gums and under the skin on 
the back, but not when implanted directly into 
tooth sockets. 

The ADA is 100 years old. A dental educator 
predicts that the dentist of the future will have 
to operate with more than his own two hands to 
meet the increasing demands for his service. He 
will need well trained auxiliaries such as the 
hygienists, a dental assistant, and the dental 
laboratory technician. It is a problem in dental 
man power, which is not being developed rapidly 
enough to meet mounting needs. 


that syncope results from the circulation effects 
of Valsalva’s maneuver performed while the pa- 
tient is urinating, at a time when the venous re- 
turn to the heart and the peripheral arterial re- 
sistance are low. William L. Proudfit, M.D. and 
Mario Enrique Forteza, M.D. Micturition Syn- 
cope. New England J. Med. Feb. 12, 1959. 





NEWS of the STATE 





COOK 


New Orricers. Dr. T. R. Van Deller was 
named president elect of the Chicago Medical 
Society. Dr. George C. Turner was installed as 
president for 1959-60 at a June meeting to suc- 
ceed Dr. Edwin F, Hirsch. Dr. Patrick H. Me- 
Nulty was re-elected secretary. 

Cuicaco MepicaLt Groups. At the May meet- 
ing of the Chicago Neurological Society, Dr. 
John J. Madden gave the Presidential Address ; 
Dr. Jack P. Whisnant spoke on “Experimental 
Cerebral Infarction and Anticoagulant Ther- 
apy;” and Drs. Louis Boshes and Bertran Levin 
discussed “Clinical and Roentgenological Mani- 
festations of Neurofibromatosis.” 

New officers for Chicago Neurological Society 
are Drs. Meyer Brown, president; Vladimir G. 
Urse, vice president ; Ernst Haase, secretary ; and 
John J. Madden, Councilor. 

At the annual meeting of the German Medical 
Society of Chicago the following officers were 
elected: Drs. H. L. Widenhorn, president ; Robert 
A. Hess, vice president; Edward V. Stalzer, 
treasurer; and Eugene F. Lutterbeck, secretary. 

At the annual dinner of the Chicago Society 
of Internal Medicine held in May, Dr. Edward 
L. Turner, director, division of scientific activi- 
ties, AMA, spoke on “Trends and Developments 
in the American Medical Association.” 

Officers for the sixtieth season (1950-60) of 
the Chicago Surgical Society elected in May are: 
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Drs. John L. Keeley, president; John V. Pro- 
liaska, vice president; Robert L. Schmitz, secre- 
tary; and Burton C. Kilbourne, treasurer. 

New Posts. Dr. Karl 8. Klicka, former di- 
rector of Presbyterian-St Luke’s Hospital, has 
been appointed executive director of the Hospital 
Planning Council for Metropolitan Chicago. He 
succeeds Dr. Vane H. Hoge who has joined the 
Washington staff of the American Hospital As- 
sociation. 

Dr. Paul C. Bucy, brain surgeon of Chicago 
Wesley Memorial Hospital and Northwestern 
University Medical School was elected president 
of the Society of Neurological Surgeons. Dr. 
Eric Oldberg, University of Illinois College of 
Medicine is vice president, and Dr. Harold 
Voris, Stritch School of Medicine of Loyola 
University was elected to active membership. The 
society has 50 members and is the world’s oldest 
neurological surgery organization. 

Dr. George E. Miller, formerly director of 
house staff education at Buffalo General Hospi- 
tal and associate professor of medicine at the 
University of Buffalo School of Medicine, is 
now director elect of research in medical educa- 
tion at the University of Illinois College of Med- 
icine. He will develop and administer a two year 
pilot study of the process of educating a medical 
student, working under a grant of $112,000 
from the Commonwealth fund. 

Dr. George B. Cahill has been appointed chair- 
man of Mercy Hospital’s department of radi- 
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This beautiful colonial building houses The Wayside Press. The Wayside Press has printed our Journal 
for many years. Located in Mendota, Illinois, the company prints more than 35 publications and employs 
about 250 workers. The main floor lobby is done in the Williamsburg style, and features an antique Wash- 
ington handpress. Visitors are welcome. The building was completed earlier this year. 


ology. He has been associated with its previous 
chairman, the late Dr. Warren W. Furey, since 
September 1944. 

Dr. Emil D. W. Hauser, is president of the 
medical staff of Passavant Memorial Hospital, 
succeeding Dr. Clifford J. Barborka in that post. 

Europe. Dr. Lowell T. Coggeshall, dean of 
the division of biological sciences at the Univer- 
sity of Chicago, attended a meeting of the World 
Health organizations in Geneva, Switzerland. 
Dr. Coggeshall was appointed United States 
alternate representative to the W.H.O. execu- 
tive board last November. 

Dr. William Angus, president of the St. 
Francis Hospital staff, Evanston, was notified 
that a scientific research paper written by him 
would be read at the Ninth International Con- 
gress of Radiology, held in Munich, Germany 
this summer. The paper deals with methods of 
reading X-ray films which heretofore had not 
been considered perfect enough for diagnosis. 

Hosprran News. Mount Sinai Hospital, the 
only kosher hospital in Chicago, held.a series of 
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40th anniversary celebrations. Although nonsec- 
tarian, Mount Sinai was founded by Morris 
Kurtzon to provide hospital facilities for ortho- 
dox Jewish people where they could abide by 
the dietary laws of their religion. Drs. Ben W. 
Litchtenstein, president of the medicai staff; 
John J. Sheinin, president of the Chicago Medi- 
cal School; and Howard F. Wallach, president 
of the Mount Sinai Medical Research Founda- 
tion were among the participants in the opening 
celebration. 

Dr. Vladimir G. Urse, medical director and 
superintendent, Mental Health Clinic, Cook 
County Hospital, spoke on “Medicolegal As- 
pects Concerning Psychiatric Patients,” at the 
June meeting of the Forest Hospital. 

MeetinG. Dr. John Prohaska, professor of 
surgery, University of Chicago spoke to members 
of Ileoptomists, Inc. of Chicago on “What Is an 
Tleostomy ?” 


DEKALB 


Meetinc. Dr. Ben W. Lichtenstein, clinical 
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professor of neurology, University of Illinois 
College of Medicine, spoke on “The Diagnosis 
and Management of Strokes,” at the May meet- 
ing of the DeKalb County Medical Society. 


LASALLE 


MeetinG. Dr. Dexter Nelson, Princeton, spoke 
on “The Cardiac Patient,” at the June meeting 
of the LaSalle County Medical Society. 


ST. CLAIR 


MeetinG. The St. Clair County Medical So- 
ciety had a picnic meeting in June. 


VERMILION 


MeetinG. The annual play day meeting in 
June was at the Hubbard Trail Country Club, 
Rossville. Following dinner, the Vermilion Coun- 
ty Medical Society held its business meeting. 


GENERAL 


Intinois Porson Conrron CENTERS.—The 
following are the Poison Control Centers in Chi- 
cago: 

Bob Roberts Hospital, Midway 3-0800—ext. 2744 
*Mercy Hospital, Victory 2-4700 or Victory 2-7735— 

ext. 10 
Illinois Research Hospital, Monroe 6-3900—ext. 8153 

or 29] 

Mount Sinai Hospital, Crawford 7-4000—ext. 89 
St. Lukes Hospital, Harrison 7-5000—ext. 40 
Michael Reese, Calumet 5-5533—ext. 2153 
Children’s Hospital (Memorial), Diversey 8-4040 
Resurrection, Rodney 3-8000 

Little Company of Mary, Hiltop 5-6000 

The following Poison Control Centers are located 
in the state outside of Chitago: 

St. Charles Hospital, 400 New York St., Aurora, IIL, 

Phone 8714 
MacNeal Memorial Hospital, 3429 S. Oak Park Ave., 

Berwyn, IIl., Gu 4-2211 
Mennonite Hospital, 807 N. Main St., Bloomington, IIL, 

Phone 3824-1 
St. Joseph Hospital, 724 W. Jackson St., Bloomington, 

Ill., Phone 4328-1 
St. Mary’s Hospital, 2020 Cedar St., Cairo, Ill, Phone 

2400 
Graham Hospital Association, 210 W. Walnut, Canton, 

Ill. 

Burnham City Hospital, Champaign, III. 
Lakeview Hospital, 812 N. Logan Ave., Danville, Ill. 
St. Elizabeth Hospital, 602 Green St., Danville, Ill. 

Phone 2-6300 

*The most complete file index is available at this 
hospital for use on a 24 hour basis by physicians and 
hospitals in the Chicago area. 
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Decatur-Macon County Hospital, 2300 N. Edwards S.., 
Decatur, IIl., Phone 8-4411 

St. Mary’s Hospital, 220 S. Webster St., Decatur, I/i., 
Phone 4326 

St. Anthony’s Hospital, 503 N. Maple St., Effinghain, 
Ill., Phone 850 

Community Hospital, 2026 Brown Ave., Evanston, Iil., 
University 4-9400 

Evanston Hospital, 2650 Ridge, Evanston, IIl., Green- 
leaf 5-2500 

St. Francis Hospital, 355 Ridge, Evanston, IIl., Davis 
8-2200 

St. Elizabeth Hospital, 2100 Madison, Granite City, IIL, 
Tr 6-2020 

Ingalls Memorial Hospital, 155th St. & Page Ave, 
Harvey, Ill., Pilgrim 8-6080 

Highland Park Hospital Foundation, 718 Glenview 
Ave., Highland Park, IIl., Idlewood 2-8000 

Hinsdale Hospital, 120 N. Oak, Hinsdale, Il., Faculty 
3-2100 

St. Joseph’s Hospital, 372 N. Broadway, Joliet, Ill, 
Phone 6-5421 

Silver Cross Hospital, 600 Walnut St., Joliet, IIL. 
Phone 6-6101 

St. Mary’s Hospital, 192 S. 5th Ave., Kankakee, III, 
Wells 3-4451 

St. Mary’s Hospital, 1015 O’Conner Ave., LaSalle, Ill. 

Condell Memorial Hospital, Cleveland & Stewart Ave. 
Libertyville, Ill., Phone 2-2900 

Brokaw Hospital, Franklin Ave., Normal, IIl., Phone 
3823-1 

Richland Memorial Hospital, E. Locust St., Olney, II. 

Ryburn Memorial Hospital, Ottawa, IIl., Phone 3100 

Methodist Hospital, 211 Northeast Glenn Oak Ave. 
Peoria, Ill. 

St. Francis Hospital, 530-616 N. 
Peoria, Ill., Phone 6-6131 

People’s Hospital, 925 W. St., Peru, IIl., Capital 33300 

Blessing Hospital, 1005 Broadway, Quincy, Ill., Bald- 
win 2-3270 

St. Mary’s Hospital, 1400 Broadway, Quincy, IIl., Bald- 
win 3-1200 

Memorial Hospital, 1st and Miller St., Springfield, Ill, 
Phone 2-3361 

St. John’s Hospital, 701 E. Mason St., Springfield, Ill. 
Phone 2-6881 

Carle Hospital, 602 W. University Ave., Urbana, III. 


Glenn Oak Ave., 


DEATHS 


Rosert Donatpson Barciay, Brookfield, 
who graduated at Dearborn Medical College, 
Chicago, in 1904, died February 4, aged 88. For 
many years he was resident physician at the 
British Old Peoples’ Home. 

Aveustus J. BLicKENSTAFF*, Peoria, who 
graduated at the State College of Physicians 
and Surgeons, Indianapclis, in 1907, died in St. 
Petersburg, Fla., February 11, aged 86. He was 


*Indicates member of the Illinois State Medical Society 
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a member of the American Academy of Ophthal- 
mology and Otolaryngology, and a staff member 
of the Proctor Hospital. 

CHARLES C. Buczynsk1*, Chicago, who grad- 
uated at Loyola University School of Medicine 
in 1929, died May 22, aged 55. He was com- 
mander of the Ft. Sheridan induction center in 
World War II. He was associated with the John 
Haas medical center, and was a staff physician 
at Loretto Hospital. 

PRINCE WENDELL CAMERON, Chicago, who 
graduated at Illinois Medical College, Chicago, 
in 1911, died March 24, aged 80 

EpMuND TuRNER Dovucias*, Hillsboro, who 
graduated at St. Louis University School of 
Medicine in 1912, died in St. Luke’s Hospital, 
St. Louis, February 9, aged 69. He was a mem- 
ber of the staff of the Hillsboro Hospital. 

ArtHuR KNow.ton Drake*, Toulon, who 
graduated at Harvard Medical School, Boston, 
in 1898, died in the Methodist Hospital, Peoria, 
February 20, aged 86. He had served as super- 
intendent of the Elmgrove Sanatorium in 
Bushnell. 

Ceci, R. DriskeLL*, Springfield, who gradu- 
ated at Humboldt Medical College, St. Louis, in 
1906, died May 20, aged 75. 

James C. Fasu*, Galesburg, who graduated 
at the University of Illinois College of Medicine 
in 1940, died May 12, aged 45. He was a mem- 
ber of the American Academy of General Prac- 
tice. 

LAFAYETTE GREEN, East St. Louis, who grad- 
uated at St. Louis College of Physicians and 
Surgeons in 1910, died January 22, aged 70. 
He served as chief deputy St. Clair County coro- 
ner from 1920 to 1928. 

Louis CAMPBELL JOHNSTON, Sr.*, Chicago, 
who graduated at Northwestern University Med- 
ical School in 1911, died June 1, aged 71. He 
was a member of the staff of Grant Hospital, 
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and had practiced medicine in Chicago for 48 
years. 

GeorGE T. JorpDAN, Vermillion, S. D., for- 
merly of Chicago, who graduated at Northwest- 
ern University Medical School in 1905, died 
May 17, aged 83. He had been a member of the 
faculty of Loyola University School of Medicine, 
and had practiced medicine in Chicago for 40 
years. 

SamuEL R. Maaiiu*, Springfield, who gradu- 
ated at Bennett Medical College, Chicago, in 
1913, died April 4, aged 69. 

Pau E. Ross*, Utica, who graduated at the 
University of Chicago School of Medicine in 
1937, died April 13, aged 53. 

Cray O. MILLER*, Chicago, who graduated at 
the University of Illinois College of Medicine in 
1926, died May 24, aged 61. He was assistant 
clinical professor of urology at Stritch School of 
Medicine of Loyola University, and chairman of 
the urology department, and a member of the 
board of directors at West Suburban Hospital. 

Ex_wer Epwin Nystrom*, Peoria, who grad- 
uated at Northwestern University Medical School 
in 1909, died February 23, aged 74. He was as- 
sociated with St. Francis and Methodist Hospi- 
tals, and was formerly vice-president of the Mis- 
sissippi Valley Medical Society. 

Dwicut C. OrcuTt*, retired, Evanston, who 
graduated at the University of Illinois College of 
Medicine in 1901, died May 13, aged 86. He was 
a member of the staff of St. Luke’s Hospital for 
40 years. 

Ausurt B. Troupa*, Princeton, who gradu- 
ated at Chicago College of Medicine and Surgery 
in 1917, died in April, aged 77. 

JosEPH H. Wynn*, Naperville, who gradu- 
ated at the Chicago Medical School in 1931, died 
May 11, aged 60. 


*Indicates member of the Illinois State Medical Society. 





Gastric carcinoma 


Early study, effected by the means available to 


us at present — viz., radiographic, cytologic, 


endoscopic, and physical examinations — will 
not enable diagnostic efficacy to be substantially 
improved over that which now exists. Newer 
techniques than those currently employed must 
be developed in order to enhance the survival of 
patients with gastric carcinoma. Photofluoromet- 


ric techniques have been employed in asympto- 
matic patients, but the discovery rate is so small, 
the economic aspects of this type of detection pre- 
clude its widespread use. However, in those pa- 
tients with potential precursors of gastric car- 


cinoma—i.e., achlorhydria, pernicious anemia, 


Viral combinations 


At times poliomyelitis may be a complex in- 
fection, and the occurrence of paralysis or its 
severity may represent the summation of injuries 
inflicted by two independent agents. To what ex- 
tent this applies to human infection is difficult 
to determine and still uncertain. There is no 
doubt that the polioviruses can and probably 
usually do cause paralysis in susceptible subjects 
without aid from other viruses. Whether Cox- 
sackie viruses alone can produce paralysis has 
hitherto been denied or seriously doubted, but 
some suggestive evidence has been obtained that 
certain strains may do so. It seems likely now 
that thesé constitute at most a small fraction of 
all paralytic cases. Evidence of a synergistic ac- 
tion in man is largely epidemiological and still 


inconclusive, although highly suggestive. As 
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atrophic gastritis, or a strong familial history of 
gastric carcinoma — routine screening has been 
extremely productive. The possibility of serologic 
techniques being applied to the diagnosis of 
cancer, particularly gastric, is feasible, but prac- 
tical applications are not now available. 

Reported improvements in five year survivals, 
attributed specifically to more radical resection, 
are unlikely to be enhanced beyond peak values 
of approximately 25 per cent. Nevertheless, at 
present surgery remains the only chance of pro- 
longing survival. Major George B. Hamilton, 
M.C., and Major Kevin Barry, M.C. Gastric 
Carcinoma — A Study of 179 Cases. M. Ann. 
District of Columbia April 1959. 


Dalldorf has pointed out, this raises some doubt 
as to the complete safety of vaccination on a 
large scale with attenuated living poliovirus in 
the presence of epidemics of Coxsackie infection. 
Thus far, however, there have been no published 
observations of human paralytic infections un- 
der circumstances that would verify this suspi- 
cion. Recent observations do show that the three 
major groups of enteric viruses — polio, Cox- 
sackie, and ECHO — are not so sharply de- 
limited as has been assumed, and occasional 
strains of virus are found with characteristics 
intermediate between these groups. This work 
has opened up several new avenues for investiga- 
tion which should further clarify the syndrome 
of poliomyelitis. Paul W. Clough, M.D. Cos- 
sackie Viruses as a Cause of Disease in Man. 
Ann. Int. Med. Apr. 1959. 
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